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Abstract 
This cross-sectional observational study identifies specific predictors of large women's 
satisfaction with health care and participation in preventive care as measured by pelvic 
screening examinations. A total of 87 large adult women completed a survey, including 
measures of self-objectification, affective experience, satisfaction with health care, and 
health care locus of control. Multiple regression analysis was employed to analyze 
results. The hypotheses of this study were as follows: (1) BMI, self-objectification, 
negative affect and locus of control will predict satisfaction with medical care; (2) pelvic 
screening examinations and patient satisfaction with medical care will be positively related 
(3) self-objectification and negative affect will be positively related; (4) self-objectification 
and external locus of control will be positively related; (5) negative affect and external 
health locus of control will be positively related. Participation in preventive care reduces 
morbidity and mortality associated with disease. Understanding predictors of large 
women's satisfaction with medical care is a good first step toward improving large 
women's participation in health care. 
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The Problem 
Chapter 1:, : \, 
Introduction 
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Women who are obese often experience different treatment than others, 
characterized by prejudiced attitudes and discrimination (Rothblum, 1992; Yuker &1" 
Allison, 1994). As a result; large women, as a group, experience difficulty accessing 
services, education, employment, promotions, financial security, and medical care 
(Smith, 1997). 
The present study examined the relationship between body mass index (BMI), 
self-reported satisfaction with medical care, and participation in preventive care for large 
women. Additionally, the degree to which a large woman experienced negative affect, 
defmed herself in terms of appearance, and attributed her health status as due to fate or to 
the actions by a powerful other, was examined in relation to her satisfaction with care and 
participation in preventive care. For the purposes of this study, a large woman was 
defined as having a BMI of28 or greater. 
Purpose of the Study 
Little is known about beneficial or problematic factors that may influence large 
women's experiences with and participation in health care. However, during the last three 
decades, at least six studies have documented the existence of negative attitudes held by 
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physicians towards obese patients (Adams, Smith, Wilbur, & Grady, 1993;'Blumberg & 
Mellis, 1980; Breytspraak, McGee, Conger, Whatley, & Moore, 1977; Klein, Najman, 
Kohrman; & Munroe, 1982; Maddox, Bach, & Leiderman, 1968; Price, Desmond, Kroll, 
Snyder, & 0' Connell, 1987)::Additionally, several recent studies have provided some 
evidence that large women may delay seeking health care (Adams, Smith, Wilbur, & 
Grady, 1993; Arambum-Drury, 1996; Fontaine, Faith, Allison,& Cheskin, 1998; Olsen, 
Schumaker, & Yawn, 1994; Packer, 1990). The present study will expand on previous 
research by examining large women's satisfaction with care and attributional style as 
related to their self concept and conceptualizations of health. 
An informal body of knowledge concerning problematic issues in health care for 
large women has been accumulating. Burgard and Lyons (1994) describe how large women 
seeking treatment for a variety of disorders such as pink eye, neck pain, ankle sprain, 
reproductive health issues, and even prescriptive eye wear were subjected to weight loss 
lectures before their problems were addressed. Accounts of differential care describe 
withholding of prescription medications (McAffee, 1997a), as well as exclusion from 
neurodiagnostic exams, and cancer screening (Lyons, 1997). Such forestallment of 
allopathic, diagnostic and preventive care may lead to greater health risks and, ultimately, 
increased health care utilization by large women. 
fl 
Expectations that large women hold about encounter may contribute to their 
avoiding seeking health (Fontaine, Faith, Allison, & Cheskin, 1998). For example, more 
than half of the large women in a study of health care utilization stated that 
embarrassment due to their weight caused them to delay scheduling or keeping a medical 
appointment (Olsen et aI., 1994). Moreover, although large women are at higher risk for 
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endometrial and ovarian cancer, they are least' likely Ito obtain screening examinations, in 
part due to attitudes toward the examination and their own body size and shape (Adams, 
Smith, 'Wi1bur~ & Grady, 1993). 
This study attempted to contribute specific knowledge about factors impacting 
large women's access to, and satisfaction with, available health services, by providing 
preliminary information about potential barriers to optimal care for large women. In turn, 
this :knowledge may provide a foundation and opportunity for the future development of 
psycho educational programs for physicians interested in improving patient relations, 
care, and compliance. 
Rationale for the Study 
There are several foundational principles upon which this study was built. The 
central idea was the concept that antifat prejudice is a widely held viewpoint contributing 
to relatively unbridled discrimination toward large persons, especially women, in 
American culture (Crandall, 1994). The discrimination is considered legitimate, politically 
correct, and justified by medical "truths" (Crandall & Biernat, 1990; Crandall & Moriarty, 
1995), These widely held cultural values may be internalized by large women, thus 
contributing to their feeling of shame (Chrisler, 1993; Silberstein, Striegel-Moore, & 
Rodin, 1987). This body shame may lead to behaviors, such as health care avoidance, that 
serve to maximize vulnerability to disease and minimize exposure. 
The second important principle was the idea that medical professionals may 
subscribe to the mainstream cultural values and attitudes toward body weight, size and 
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shape, and, as a result, unwittingly communicate, negative affecHo large women. It is 
possible that medical professionals' concerns for the health risks associated with severe 
obesity, 'when combined with an aversion to the obese that is rooted in the cultural 
norms, may erupt as overt negative behaviors, such as punishing remarks or the 
withholding of care in favor of weight loss (Packer,. 1990; ·Wann, 1998). 
The third principle was that health issues related to weight may be more favorably 
influenced by promotion of healthy living, self-acceptance, and positive self-care 
practices, than by prescription of weight loss for large women (Burgard & Lyons, 1994; 
Chrisler, 1996; Conners & Melcher, 1993; Erdman, 1995, 1999; Hirschmann & Munter, 
1999; Lyons, 1997; Spaulding & DiBenedetto, 1997; Tenezer, 1989). This idea 
represents a change in attitudes and values that is important to the health of large women. 
There are four reasons for supporting the view that promotion of healthy 
lifestyles and size acceptance are reasonable approaches to obesity that ought to be 
favored over weight loss as a standard treatment. 
First, more than 90% of all weight loss efforts are reversed, and even worsened, 
within two to five years of completion (Klesges, Isbell, & Klesges, 1992; Lyons, 1997). 
Second, many dieting attempts lead to other health problems, especially when 
experimental drugs are used, and often contribute to the development of eating disorders 
Ji 
(Burgard & Lyons, 1994; Hsu, 1997). Third, new data show that aside from the widely 
feared health risks due to obesity, there are actually some valuable benefits to being 
overweight, including protection from infectious disease, osteoporosis, and some forms of 
cancer (Rand, 1994; Andres, Miller, & Sorkin, 1993). Norgan (1997) described survival, 
fertility, pregnancy outcome, lactation, and bone mineral content benefits associated with 
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an adequate presence of body fat and adipose tissue. J A.ccording to Gaesser (2001), thigh 
fat deposits serve as a protective factor for cardiovascular disease. Finally,a recently 
concluded longitudinal study of 6, 193 obese males and females found evidence for no 
excess mortality in persons age 50 or older with BMI 25 to 32, and low excess mortality 
in women age 50 or older with BMI less than 40, and incmen BMIless than 36 (Bender, 
Jockel, Trautner, Spraul, & Berger, 1999). 
Rather than promote weight loss and the body dissatisfaction or hatred that it 
often engenders, promotion of health behaviors in large women, and provision of caring, 
accepting medical services is preferred, and supported by emerging information about 
health, weight, and weight loss. The present study attempted to define and quantify 
some of the factors contributing to large women's avoidance or delay in seeking 
preventive care. 
Obesity in Context 
Whether or not one is considered obese is a function of gender, culture and 
context, or the perceptions of the observer or self. This is because ideas about acceptable 
body size and shape change. Ancient societies valued body fat and obese persons as 
signs of fertility and plenty (Binder & Chao, 1994). In the West, these values began to 
change with the rise of city-states and medical advances that connected obesity with some 
illnesses. Still, non-Western societies continued to accept, and even favor, the rotund 
body (Boskind-White & White, 1986). Over time, the Western .cultural ideal for body size 
and shape has shown some variation. Perhaps the most significant change was the 
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adoption during the past four decades of a severely thin, .boyish, body ideal for females 
(Hesse-Biber, 1991). 
Tremendous changes in the capabilities and influence of media over the last half 
century have coincided with the increasing popularity of the slender body ideal for 
women (Hesse-Biber, 1991). They have served to enhance its impact on both Western 
and non-Western women by providing pervasive exposure to models. of that, ideal 
(Connors & Melcher, 1993). Internalization ofthis ideal may result in excessive dieting 
behavior or eating disorders, or in self-disparagement and body shame when that ideal is 
unattainable, as is most frequently the case (Pike & Striegel-Moore, 1997). 
Another phenomena, an increase in the percentage of obese persons (Mokdad et 
aI., 1999; Yanovski & Yanovski, 1999), may be related to dieting behavior (Bennett & 
Gurin, 1982; Bennett, 1995; Gamer & Wooley, 1991) as people, mostly women, attempt 
to conform to the slim body ideal. Concurrently, the proportion of women seeking 
surgeries related to size reduction has increased (Rand & MacGregor, 1990). 
Additionally, millions of women have sought shape modification through liposuction 
(Liposuctions,1993), further indicating the degree to which women feel compelled to 
match the slim body ideal. 
Beginning in the early 1970's, a grassroots backlash movement developed, seeking 
, 
to normalize larger body size, combat size discrimination, promote acceptance and 
enhance well-being for larger women (Chrisler, 1993). At the same time, the diet industry 
was expanding and generating millions in revenue, indicating the pervasiveness of desire 
for thinness (Silberstein et aI., 1987), and the marketability of the thin ideal (Kassirer & 
Agnell, 1998). Meanwhile, health professionals were becoming increasingly aware of the 
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risks associated with eating disorders and obesity, both of which were on the rise (Mayo 
Olinic, 1998; Rand, 1994; Weiss, Katzman, & Wolchik, 1994). 
During the last three decades, these conflicting values and ideas have been 
examined and debated in many contexts. Consequently, a great deal of research devoted to 
understanding the physical, mental and social consequences of body size has developed. 
Despite much investigation, there are still many unanswered questions, as well as areas of 
disagreement. For .example, conflicting claims have been made concerning the health risks 
associated with obesity (Rand, 1994), and in some circles, dieting has become suspect as a 
health hazard (Burgard & Lyons, 1994; Hsu, 1997). 
Defining Obesity 
Medically, obesity is defmed as adipose tissue deposits that impact on health. 
There is little agreement at what specific level this impact initiates because criteria set by 
researchers and health professionals vary from 5% to 30% above ideal weight (Brownell, 
1995a). Degree of obesity is not the only important factor to consider, however, since 
recent advances in our understanding of the effects of adipose tissue on metabolism and 
bodily function indicate that relative distribution or placement of adiposity may indicate a 
specific health risk (Obesity Subcommittee of the National Digestiv~ Disease Board, 
1999). For example, centrally located adipQse deposits have been associated with 
increased anxiety, anger, and depression, along with higher total peripheral resistance and 
diastolic blood pressure (Davis, Twamley; Hamilton & Swam1 1999). Central adiposity is 
also considered a risk factor for diabetes and some types of cancer (Rand, 1994). 
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Moreover, persons genetically predisposed to abdominal-fat deposits experience both 
psychological and health risks, especially when exposed to high levels rof stress or ongoing 
stress (Epel, 1997). According to Waldstein, Burns, Toth and Poehlman (1999), some 
groups are particularly vulnerable to these effects, suggesting a relationship between 
central adiposity, stress, and high levels of cardiovascular disease in older African 
Americans. Peripheral adiposity, on the other hand, has been linked to increased cardiac 
output (Davis, et aI., 1999). In general, the degree of risk for cardiac and other disease 
processes associated with obesity is thought to be related to percentage of body mass 
that is adipose tissue. 
There are varying methods of calculating the level of body fat. Most recently 
Quetelet's index, which is weight in kilograms divided by height in centimeters, has 
become the most widely used, and is called Body Mass Index, or BMI (Garrow & 
Webster,1985). According to recent clinical guidelines set by the National Heart, Lung, 
and Blood Institute (NHLBI), weight categories measured by BMI are as follows: less 
than 18.5 is underweight; 18.5-to-24.9 is normal weight; 25.0-to-29.9 is overweight; 30.0-
to- 34.9 is mildly obese; 35.0-to-39.9 is moderately obese, and 40.0 and above is 
extremely or morbidly obese (NHLBI, 2001). This classification system places 55% of 
Americans in the overweight or obese categories, and has drawn criticism from researchers 
concerned that too much focus on leanness will contribute to simplistic thinking about 
weight, increased stigmatization, and increased numbers of eating disordered persons 
(Strawbridge, Wallhagen, & Shema, 2000). 
Belief in negative health consequences due to obesity may be stronger than the 
evidence for those consequences. For example, in a longitudinal study of 6,253 adults, 
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found that mortality risks were associated with BMI that was either very ;low or above 
35 (Strawbridge et aI., 2000). Additionally, there are some documented health benefits' 
associated with elevated BMI. For example, incidence of osteoporosis, mitral valve 
prolapse, anemia, and death due to infectious disease and some cancers, are all reduced 
with increasing BMI (Rand, 1994). , 
The relationship between body size, shape, and health is complex. However, our 
culturally based aversion to body fat, along with our belief in negative health 
consequences due to obesity, is a powerful combination that may contribute to simplistic 
thinking about obesity. Decision-making and behaviors of the medical and helping 
professions are affected by this combination, as are the general pUblic. 
When reporting for a physical exam, for example, a large person's health status 
may be evaluated purely on the basis of his or her size, rather than on specific 
symptomatology or actual physical challenges to health (Rand, 1994). Treatment for 
obesity may be suggested regardless of the reason for a medical visit (Burgard & Lyons, 
1994; Lyons, 1997; McAffee, 1997a). Therapists may attribute certain traits to their 
obese clients based on body size and shape, rather than on actual behaviors (Angell & 
Rothblum, 1991; Kaplan, 1984; Loewy, 1994; Young & Powell, 1985). 
i 
Historical Overview a/Socia-Cultural and Medical Views on Obesity 
According to Rossi (1988) ideas about feminine beauty and behavior change over 
time, fluctuating in nature according to the requirements of society. In other words, shifts 
in the role of women due to the course of history are accompanied by changing standards 
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for appearance. One vital aspect of appearance is body size and shape, or whether one is 
considered thin or fat. During Paleolithic and other ancient periods, fat was valued as a 
sign of fecundity and fertility because the need of society was for reproductive fitness 
and stamina (Brown, 1992). This preference and need are depicted by surviving art, such 
as the Mistress of Animals from Catal Huyuk or the Venus of Willendorf (Bray, 1990; 
Cassidy, 1991). On the other hand, during our zero population growth era, an athletic thin 
ideal, associated with the monetarily productive working woman suits the needs of the 
Western post-industrial service society (Sobal, 1995). 
The relative affluence of modern Western society has guaranteed a constant to 
surplus food supply, thus producing the unique conditions necessary for an increase in 
the percentage of persons with high levels of adipose tissue deposits (Brown, 1992, 
1993). This development is in stark contrast to conditions experienced for the long period 
of prehistory and early history, when ability to store food in the form of adipose tissue 
was essential to survival because of great fluctuations in food availability (Beardsworth, 
1995; Cassidy, 1991; Scrimshaw & Dietz, 1995; Vlijaszek, 1995). According to Brown 
(1992, 1993) bodies with relatively generous deposits of fat were rare to nonexistent in 
hunter-gatherer societies, while fat bodies may have been a seasonal phenomena in early 
agricultural societies. As farming methods advanced, and the potential for surplus was 
realized, large or "obese" body types occasionally appeared. 
Cassidy (1991) has described how positive association of fat bodies with health, 
power, beauty, fecundity and wealth led some early societies to institute pubertal 
fattening practices. These rites have survived in select African and Oceanic societies 
including the Moors of Mauritania, Ibibio of Nigeria, Banyankole of East Africa, Kissi of 
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Upper Volta, Massa-of Cameroon, and the Mangaia of Oceania (Cassidy). Among these 
people, body fat deposits. represent a woman's preparation for marriage and fecundity 
and serve as a personal advertisement of wealth and power in the family (Cassidy). 
According to Brown (1992, 1993) a fundamental shift in world view on fat or 
obese body size and shape from favorable to unfavorable was influenced by the increasing 
complexity of civilization over time, and was especially influenced by the advent of the 
industrial revolution. Brown associated this devaluation of the large body with economic 
modernization, affluence, food surpluses, and social stratification, all correlates of the 
increased structure and change imposed by the industrial revolution. Additionally, Brown 
noted that obesity was the first condition recognized as a disease of civilization. The 
conditions of modem life have made it easy to become obese, while the health effects have 
been increasingly noticed and documented through modem research. 
Ambivalent views on obesity emerge: Antiquity through the 18th century. Early 
evidence that large body size or obesity was viewed as problematic dates back to ancient 
Greek civilization (Bray, 1990, 1993; Binder & Chao, 1994; Fallon, 1990). For example, 
Xenophane documented the sparse diets favored by Spartans, and their practice of 
subjecting citizens to nude exams, with punishment meted out to those with excess body 
fat (Binder). Likewise, Athenian artistic culture, through the wQrk of the comic poet 
Aristophanes, poked fun at the rotund body associated with wealth (Binder). 
Additionally, although some Greek Goddesses were portrayed as being plump, the body 
ideal for wives was different. For example, equidistance between nipples, bust to waist 
and waist to crotch, a condition not compatible with corpulence, was the Greek beauty 
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standard for women (Fallon). Moreover, writings of early Greek physicians Dioscordes 
and Hippocrates indicate that treatment for weight.gain was provided and sometimes· '. 
recommended {Binder; Bray). In fact, Hippocrates cautioned fellow physicians to be alert 
to two common medical problems he linked to obesity, including infertility and sudden.· 
death (Bray). ,_ ,! 
Continuing and expanding on the Greek medical system, Galen,the personal 
physician to three Roman emperors, classified obesity according to degree. His 
treatments for obesity included running, massage, baths, diuretics, along with ingestion of 
filling but non-nutritive foodstuffs (Bray, 1990). His attitude toward obesity and 
treatment practices fit well with the Roman preference for thin bodies (Fallon, 1990). 
Reduction in body size was a medical art not limited only to early Western 
physicians, but included those from Middle Eastern regions as well. The well-known 
Muslim physician Avicenna (980-1037) prescribed a weight-loss treatment similar to that 
of Galen in that it featured baths, bulky, low nutritive foods, and methods to speed up 
the process of elimination (Bray, 1990). 
Despite the evidence that obesity was treated by physicians in ancient 
civilizations, during the Medieval period (476-1453) a fat body was not necessarily 
viewed negatively (Cassell, 1995). Diseases common during the Middle Ages, including 
Bubonic Plague, left Europe with a decimated population; readiness to value voluptuous 
bodies may have been linked to this loss (Rossi, 1988). Renaissance art, such as the 
works of Botti celli, DaVinci, Titian, Raphael, and Michelangelo idealized round-bodied 
voluptuous women (Binder & Chao, 1994; Rossi). Similarly, -17th century artists such as 
Reubens, along with artist's models such as Madam Moitessuer and Helena Fourment 
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continued the' artistic portrayal of beautiful flesh as voluptuous, rounded,. dimpled flesh 
(Brownell, 1991; Cassidy, 1991). ,]·'1]' ," 
While fat was being portrayed favorably in art, the scientific study of obesity as a 
medical condition or problem was formally initiated from the 16th through 18th centuries. 
Evidence for this development includes publication 01 a few monographs on obesity 
during the late 16th century through the 17th century (Bray, 1990). Moreover, increasing 
interest in the topic as a medical concern was demonstrated by the publication of 34 
doctoral theses on obesity during the 18th century alone, a time when few individuals 
were able to study at the doctoral level (Bray). 
According to Schwartz (1986), formal study of the connection between obesity 
and diseases was conducted by practicing clinicians as well. For example, the relationship 
between fat in the body and apoplexy was studied by Giovanni Maria Lancisi in 1707. 
Then, in 1727, Thomas Short described what he believed to be the primary and secondary 
causes of obesity. These included defective perspiration as primary, while soggy air, 
excessive food intake and sleep, along with sloth, idleness and cheerfulness were named as 
secondary causes (Bray, 1990). Three decades later, clinicians continued to be concerned 
with both causes and consequences of obesity. This interest resulted in autopsies of 
obese women conducted by Giovanni Battista Morgani around 1760, purportedly in 
order to investigate whether fat was associated with illness (Schwartz, 1986). 
At the same time, another physician, Malcolm Flemming, proposed four causes of 
obesity and designed a treatment. He believed obesity was caused by excessive food, 
abnormal blood, easily distended fat cells, and sluggish evacuation of waste. His treatment 
protocol included exercise, cold baths, and ingestion of soap to aid elimination (Bray, 
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1990). Finally, by 1779, John Fothergill was able to rec0mmend weight loss as a 
treatment for angina pectoris and other symptoms then recognized to be linked to sudden 
death (Schwartz, 1986). 
Views on obesity during the 19th century. Bray (1990) has described the 19th 
century as a time of many advances in the medical concepts that related to obesity. Early 
in the century, specific types of obesity and syndromes associated with it were named 
and described by the Paris School of medicine, including pituitary obesity and 
hyperventilation syndrome. With the advent of laboratory studies, cell theory was 
developed and the characteristics of adipose tissue were revealed at the cellular level. 
Additionally, work by Helmholtz contributed to the idea of energy units, or calories. 
Meanwhile, clinical case studies of obese persons were published in 1829 and 1850, and 
Quetelet's Index, a mathematical formula for estimating body mass (or degree of fatness 
or obesity) was developed. According to Schwartz (1986), these advances in science led 
to the development of medical methods for dealing with large or obese bodies. He cites 
midcentury treatments for obesity that included doses of iodine for induction of 
weightloss as metabolism was increased due to its effects on the thyroid gland. 
Many class-conscious Victorian period women desired to avoid the larger body 
size then associated with lower class and poverty (Binder & Chao, t994). They could 
pursue the regulated, proper and sexless body that was considered favorable and moral 
(Rossi, 1988) by consulting Banting's weight loss pamphlet for advice (Bray, 1990). 
Alternately, they might have considered Sylvester Graham's advice for avoiding the sin of 
gluttony through the practice of vegetarianism (Cassell, 1995; Schwartz, 1986). In concert 
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with the times, Ebstein's 1864 categorization of obese persons as being either stout, 
comical or severe increased public awareness of body size, health, and aesthetic concerns 
(Beaumont, 199J). 
Transition to the 20th century. By 1895, early Progressive era housewives and 
home economists could consult Wilbur O. Atwater's pamphlet on food composition and 
calories (Brumberg, 1989) as they fulfilled their "duty" to control the health and body 
size of their family members (Brumberg). And, if they were wealthy enough to afford it, 
they could opt to retreat to Kellogg's Sanatorium for weight loss. There they would be 
massaged and exercised into proper shape (Schwartz, 1986). 
The Progressive Era was a time of transition in terms of cultural and social issues, 
as well as politics (Tyndall. 1988). Schwartz (1986) noted that this period set the tone 
for 20th century attitudes and behaviors in terms of issues related to body size, shape and 
health. This was evident in the public view of excess weight and fatness, which became 
increasingly negative (Schwartz). Advances in science contributed to these changing 
values as well, especially as discoveries and trends in the new science of psychology, 
including psychophysics, sensation, and perception, gave credence to the developing 
desire to measure and control human metabolic functions (Schwartz). 
During this era, a variety of methods were employed to measure the body and 
new treatments were developed to regulate its functions (Schwartz, 1986). For example, 
the skin-fold test for obesity was first used as a diagnostic tool in the 1880s. Around the 
same time, standard daily requirements for various nutrients were established and 
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published. Drug manufacturers capitalized on new information concerning metabolic 
processes, and nearly a dozen slimming products appeared on the market. Moreover, 
slimming protocols proliferated. The practices of fasting, calorie counting, and 
Fletcherism, or scientific chewing, were developed and popularized during this 
transitional period. Finally, the first lipedectomies for reduction of abdominal fat were 
performed by obstetrician and surgeon, Howard A. Kelly, at Johns Hopkins in 1889 
(Schwartz). These new discoveries and techniques contributed a foundation for 20th 
century practices and beliefs about the body, its shape, size, and function. 
Body Size and shape in the early 20th century. During the first two decades of the 
20th century, people sought balance, control, and beauty as they strived to attain the new 
kinesthetic body ideal (Schwartz, 1986). Favor for the slim body became more 
pronounced as the 1920s commenced (Sobal, 1995). Several trends contributed to this 
phenomena, including advances in science, political change and growth of the media. 
The role of science, research and statistics in providing guidance increased 
continually. First of all, new theories about the etiology of obesity were developed and 
popularized, while laboratory research began to hint at the genetic basis for obesity. 
Additionally, statistics began to be used to predict health and well being. 
German researcher Ernest Kretschmer developed a model to explain differences in 
body types (Schwartz, 1986). On one end of his continuum were the Endomorphs, or 
relatively fat people with enlarged thyroids and a tendency to mood disorders. 
Ectomorphs, thin persons with a proneness to tuberculosis and psychotic disorders were 
at the opposite end. Centered between the two were those fortunate persons who 
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possessed both health and an athletic physique. , 
Americans desired an explanation for fatness, and found it in the theory. of, 
exogenous and endogenous obesity (Cassell, 1995; Schwartz, 1986). This theory was 
linked to two ideas. First, over consumption, especially fat consumption, produced body 
fat and yielded the exogenous body type (Cassell). Second; itwas thought that some sort 
of illness was responsible for accumulation of body fat, which led to the endogenous 
obese body type (Schwartz). Meanwhile, Danforth's (1927) laboratory research with 
yellow mice provided credence for American eugenicist Charles Davenport's claim that 
obesity was a genetic trait (Schwartz). 
During the first two decades of the 20th century, statistics were specifically 
employed to explore the obesity question. Most notably, the growth of the insurance 
industry and its compilation of average height and weight tables for American 
policyholders, contributed to increased weight consciousness (Brumberg, 1989). Around 
1914, these tables were converted to desirable weights, distributed to physicians and 
published widely in the popular media (Brumberg). This insurance company data 
provided the foundation for the first study illustrating an obesity-mortality link 
(Brumberg; Cassell, 1995). Subsequently, the results were supported by similar insurance 
industry-based studies between 1919 and 1937 (Schwartz, 1986). As a result, Americans 
became more sensitized to the idea of checking their weight. They weighed themselves on 
public penny scales, purchased personal bathroom scales and used kitchen scales to weigh 
their food (Schwartz, 1986). By 1924, even children were being weighed, in response to 
Baldwin's cautions against obesity in children and promotion of special height and weight 
tables for children (Brumberg). 
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American politics, especially in relation to European food· shortages caused by 
World War I, also influenced views on body size and eating habits. It became patriotic to 
be thin, while fatness was labeled as Un-American (Cassell, 1995). These ideas were first 
promoted by the U.s. Food Administration's rationing and conservation efforts under the 
leadership of Hoover (Schwartz, 1986). "Watch Your 'Weight Anti-Kaiser Fitness 
Programs" were a popular way to avoid hoarding food in the form of body fat 
(Brumberg, 1989). Additionally, the U.S. War Department encouraged female employees 
to seek health and fitness, and even hired a weight-loss expert, Susanna Cocroft, to 
develop programs (Schwartz, 1986). 
Development of the media industry also influenced views on weight and shape 
during the first two decades of the 20th century. First of all, the publishing industry 
promoted health and diet literature. One example was Dr. LuLu Hunt Peter's perennial 
diet book, "Diet and Health With a Key to the Calories." This self-help guide was a top 
seller for three decades following its first release in 1918 (Bromberg, 1989). Another 
post-World War I media-dependent influence was the fashion industry'S promotion of 
the popular curveless flapper look, which obscured female secondary sex characteristics 
by means of short, tubular frocks and breast-binding brassieres (Fallon, 1990). Popular 
women's magazines and newspaper advertisements were the primary means of 
distributing these fashion ideas, though a new phenomenon, screen stars, also made a great 
impact (Fallon; Brumberg). Slim and glamorous actresses like 5'5 and 112 pound Kaye 
Francis (Fallon) and the svelte, fit, and trim athlete and cinema star Annette Kellerman 
(Brumberg) served as icons of the new feminine body ideal. 
According to Schwartz (1986), during the 20s advertisers began to regularly use 
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beauty and fame as a means to promote products. For example,lactresses and other 
notable women such as Constance Talmadge, AHa Nazimova and even Amelia Earhart 
were employed to promote the slenderizing effects of Lucky Strike cigarettes. Candies 
and gums with fat reducing effects were also marketed to young women (Schwartz), who 
purchased and used them to obtain the look of freedom and sexual interest newly 
associated with slimness in the 20s (Brumberg, 1989). Pairing beauty and sex with a 
product remains a primary method used in the advertising industry. 
One unfortunate result of the Flapper-era increase of focus on weight and shape 
was a concurrent increase in dieting behavior and occurrence of eating disorders in young 
women. Bulimic behavior in some Flappers, for example, was of suchconcem to 
physicians that it was reported and discussed at the 1926 Adult Weight Conference 
(Brumberg, 1989). This early documentation of women adopting a disordered 
relationship to food in order to meet cultural standards for body shape was an important 
precursor to the recent finding that women who espouse the current body ideal are three 
times more likely to score in the clinical range for disordered eating (Hesse-Biber, 1991). 
Views on obesity 1930s to 1940s. Economic problems in the 1930s along with 
President Hoover's reticence to allow relief measures, resulted in hunger for many 
Americans. Hunger consciousness may have contributed to the new medical and 
psychoanalytic views on appetite. For example, Schwartz (1986) described the 
constellation of popular press, psychology, and culture that charged Depression-era 
American mothers with responsibility for the eating behavior of their offspring, as well as 
the supposed inner emptiness that was thought to cause overeating and overweight. For 
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example, Freudian theory promoted the idea that overprotective mothers doomed their 
offspring to obesity because their offspring would forever carry the insatiable devouring 
mother in their psyche, and thus be driven to overeat (Schwartz, 1986). Conversely, 
Hilde Bruch wrote that the dynamics of family pathology produced children who ate to 
fatness due to psychic hunger (Brumberg, 1989). Gestalt psychologist Fritz PerIs, on the 
other hand, viewed the obese as persons who overate because their relationship with food 
was distorted by faulty perceptions associated with appetite. Of course these faulty 
perceptions had been forged in the emotional turmoil of family relations (Schwartz). 
Finally, medical doctor and child-rearing expert Benjamin Spock wrote that fat children 
were most likely to be lonely, maladjusted individuals (Brumberg). Repeatedly, faulty 
mothering was implied as causal. 
Some immigrant mothers purposefully deviated from the cultural norm and fed 
their children to fatness; they associated their children's well-rounded bodies with 
security and wellbeing (Binder & Chao, 1994). Differing language, dress, cultural 
practices, and the provision of cheap labor by the immigrant population were already 
viewed as justification for anti-immigrant sentiments and restrictive legislation (Cayton, 
Perry & Winkler, 1995). Endorsement of overeating and large body size may have 
increased the ire directed at their offspring in a society already sensitized to differences. 
During the 1930s and 1940s, though a slim physique was ever popular, larger 
breasts were evident in fashion and advertising, and women were encouraged to exercise in 
order to obtain shapeliness (Schwartz, 1986~ Fallon, 1990). The skin-fold test returned to 
popularity as dieters sought to rid themselves not merely of overweight, but of what they 
believed to be hereditary over-fatness (Cassell, 1995). Adolescents girls were exposed to 
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the promotion of slimness when the newly launched teen magazine, Seventeen, published 
numerous articles on dieting, featured body make-over stories, and promoted the ideacthat 
weight and health were linked (Brumberg, 1989). 
Discoveries in medical research and practice contributed a simpler way to trim off 
unwanted body fat. Amphetamines were introduced as reducing drugs shortly after the 
side effects of benzedrine, which included loss of appetite and weight loss, were. I 
documented in a study of overweight, depressed subjects in 1932. Although official 
medical opinion opposed their use for reducing, prescriptions increased and new varieties 
of amphetamine products were developed to overcome the problem that after two months 
or so, anorectic effects of the drugs were much reduced (Schwartz, 1986). 
Ideas about dieting took several new turns during this time. For example, the idea 
of dieters banding together in a group to pursue the common cause of weight loss 
originated with Taking Off Pounds Sensibly (TOPS) in 1948. This format was inspired 
by ideas from group psychology, first explored during 1940s (Schwartz, 1986). On the 
other hand, the medical community had begun to develop an awareness that dieting was 
often eithedneffective or only a temporary solution to the obesity problem. For example, 
case studies by Rony in 1940, and Yale University research in 1944 revealed that most 
people who lost weight would return to their prediet size or larger over time (Schwartz). 
Midcentury developments concerning size and shape. Marking the time frame of 
midcentury, the 1950s were a turning point in terms of cultural attitudes on weight and 
shape, methods of weight control, and degree of medical involvement in issues related to 
body size. Although rounded femininity, that is large breasts and cinched waists (Fallon, 
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1990; Cassidy, 1991), made a brief comeback via aproned mother figures and crinoline-
skirted debs, plumpness was never really accepted (Brumberg, 1989). In fact, large-bodied 
ladies (or men) were likely to be considered in need of psychiatric care due to their 
physical condition (Schwartz, 1986);.Youngsters, especially adolescent females, were 
more frequently encouraged to pursue weight control, and the President's Council on 
Fitness and Youth Fitness (Schwartz) helped to drive the fit-and-trim message home 
through school-based physical education classes. 
Dieting became entrenched in American society during the 1950s, especially due 
to marketing of new diet methods and products. For example, for the first time, low 
calorie foods, diet foods, and 900-calorie liquid diets were widely available in 
supermarkets (also a 1950s phenomenon); Americans eagerly bought these new wonder 
foods (Cassell, 1995). 
Additionally, prescription diet pills and over-the-counter products for reducing 
weight were increasingly marketed and easily available. The groundwork for decades of 
prosperity in the diet industry was established by one pioneering entrepreneur, John T. 
Andreadis. Schwartz (1986) described how Andreadis marketed various weight-loss 
devices in the late 1940s, and developed Propex appetite suppressant and, later, Regimen 
diet pills during the 1950s. Regimen was one of the most widely used diet products 
because of Andreadis' bold marketing strategies, which included a newspaper blitz of one-
line ads, more than 2,000 one-minute television ads, and nightly promotion of weight-loss 
using his products on the very popular "Today Show." 
Medical interest in body size and weight loss increased-during the 1950s. This 
interest was driven by the popularization ofthe idea that medical intervention was a 
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necessary component to weight loss (Sobal, 1995), and by the increasing evidence of 
health risks due to increased weight. As early as 1952, the National Institute'for Health 
(NIH) proclaimed obesity to be our most important health problem (Schwartz, 1986). 
Additionally, the Organization of Bariatric Physicians, first founded in 1949, served to 
give credence to the idea that weight loss was a medical necessity (Sobal, 1995). Research 
into surgical methods for weight control was promoted, leading to the invention of the 
intestinal bypass operation in 1954 (Kremen, Linner, & Nelson, 1954). Increasingly, 
sophisticated medical intervention and management of obesity was viewed as necessary, 
especially due to the fact that research confirmed that most weight-loss efforts were 
reversed over time (Stunkard & McClarnen-Hume, 1958). Nevertheless, medical doctors 
continued to design and promote weight loss diets. For example, Dr. Norman Jolliffe's 
"Prudent Diet" was widely read, followed, and eventually formed the basis for the Weight 
Watcher's Diet (Schwartz, 1986). These trends continued and were amplified over the 
next several decades. 
The 1960s through the 1980s. The three decades following the 1950s represent the 
development of a virtual war on body fat at the sociocultural level and in terms of medical 
and psychological viewpoints on shape and weight. By the end of the era, however, 
serious doubts about these cultural values, and the medical opinions that seemed to 
support them, became apparent. 
During this era, a culture that was already weight conscious moved toward weight 
obsession as evidenced by media trends. The curvaceous fashions and bodies of the 1950s 
were banished when in 1966, a shockingly thin, knobby-kneed and owl-eyed teen model, 
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aptly nicknamed '~Twiggy" was splashed across the pages oflSeventeenand Vogue 
magazines (Fallon, 1990). Research further documents this emergence of an ever-thinning, 
noncurvaceous cultural body ideal during the 1960s and 1970s, as several studies covering 
models, pageant contestants, playboy centerfolds, television characters and diet articles, 
have been published. Morris, Cooper and Cooper (1989) collected data on models 
promoted by a top London model agency and found that during a 20-year time span 
(1967-1987), models hired were not only taller, but they were 
by examining four 
media-influenced realms. First of all, they collected and analyzed measurement data on 
240 Playboy centerfold models. This analysis revealed that between 1959 and 1978, 
centerfold's mean weight was significantly less than that of corresponding population 
mean weight. Additionally, they found that during the two decades studied, playmate's 
percent of average weight for age and height decreased, bust and hip measurements also 
decreased, while waist measurements increased. These findings also help to illustrate a 
trend toward popularization of an androgynous shape for women. Second, height, weight 
1 
rod age data on contestants and winners of the Miss America pageant (1959-1978) were 
::onverted to percent of average weight for age, height and sex. Correlations between year 
)f pageant and weight were examined for contestants and winners. Results indicated a 
;ignificant decline in average weight for height per year of .28 pound for contestants and 
37 pound for winners of the pageant. These researchers also examined and compared 
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height and weight data (1959 and 1979) from the Society of Actuwies,. They found that in 
the generaLpopulation, women age 30 or older in 1979 were thinner than in the 1959 
norms. Finally, the number of dieting or weight loss articles in six popular women's 
magazines published between 1959 and 1978 was examined. They found a significant 
increase such that the yearly mean number of articles increased from 17.1 for the first 
decade (1959-1969) to 29.6 in the second decade (1969-1978). Taken together, these 
results lend support to the notion that a slimmer shape for women gained cultural favor 
during this time period. 
Silverstein, Purdue, Peterson and Kelly (1986) conducted four studies 
documenting media promotion of the thin body ideal. First, they examined weight ratings 
for 221 characters on 33 popular television programs aired in spring of 1982. They found 
that 69.1 % of female characters were rated as thin while only 17.5% of male characters 
were rated as thin. Second, they conducted a content analysis of popular men's and 
women's magazines published in 1980 in order to determine what sort of weight 
messages were promoted. Here they found that women's magazines were publishing 
significantly more messages urging women to stay slim and keep in shape than were 
men's magazines. Third, they examined samples of photographs of women published 
between 1901 and 1981 in two popular women's magazines, Vogue and Ladies Home 
l 
Journal, for bust-to-waist ratio. One important outcome was the discovery that the 
combined average bust-to-waist ratio was less than 1.3 between 1965 and 1981. This 
finding confirmed the fact that women who were 30 at the time of the study experienced 
media promotion of an androgynous body-ideal since age 11. Finally, the researchers 
located and evaluated photos of the top female box office stars between 1933 and 1978 
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for bust-to-waist ratio. Mean bust-to waist ratio was 134 betweenJ940 and 1959, while 
it was was only 1.22 between 1960 and 1979, indicating a significant decline in this 
measure. Taken rtogether, findings from these studies illustrate the role of media in 
promoting an increasingly thin or androgynous female body ideal as opposed to a 
curvaceous or fatter female body. 
During this time, collective dieting became popular as people sought support from 
one another in order to tame appetite and desire for food, which were now considered the 
culprits in weight gain, as opposed to the older idea that individual metabolic rate 
governed size (Schwartz, 1986). Three important and enduring weight loss groups 
formulated on the addictions model (Overeaters Anonymous, Weight Watchers, and Diet 
Workshop) were established in the early sixties (Schwartz). Increasing numbers of 
consumers consulted popular diet books for weight loss guidance, while 40% of all 
families regularly purchased and consumed specially formulated diet food products that 
were readily available in most local supermarkets (Cassell, 1995). As an adjunct to 
dieting, physicians were writing increasing numbers of prescriptions for amphetamines to 
control appetite .. According to Schwartz, these represented a full 8% of all prescriptions 
written by 1970. 
Despite all this dieting, between 1960 and 1980, obesity was on the rise in the 
United States (Binder & Chao, 1994). In fact,.due to information gleaned from continued 
research on body build and blood pressure, the Metropolitan Life Actuaries made 
revisions to the height and weight tables in 1983 that reflected increases in recommended 
weight ranges (Schwartz, 1986). However, by the mid-1980s widespread dissatisfaction 
with body weight and shape was increasingly evident, and an epidemic of dieting was 
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underway as evidenced by the finding that 78% of adult women' desired to change their 
weight (Harris, 1987). Some professionals noted that dieting was now normative for adult 
women and queried whether there was a continumn between this and eating disorders 
(Polivy & Herman, 1987). 
Something more seemed to be needed to fight body fat. Soon a new compulsion 
was added to the repertoire of American dieters as the idea of exercise as an important ' 
factor in weight control took hold (Brumberg, 1989). American business took notice, and 
during the 1980s, fitness centers became increasingly popular and available (Cassell, 
1995). Americans fmancial investment enlarged to about $30 billion a year for dieting, 
nutrition and plastic surgeries related to weight and shape (Brownell, 1991). 
During this era, the role of medicine was to describe, cure and manage obesity, 
while the role of psychology was focused on development and implementation of 
behavioral weight-loss treatments, often as an adjunct or complementary aspect of 
medical management (Brownell, 1995c). Developments in both disciplines inadvertently 
worked to foster the assmnption of the 'sick role' for persons judged to be in need of 
weight-loss (Sobal, 1995). The emergence of a risk factors model in the 1970s that linked 
obesity with cardiovascular and other diseases gave credence to this view. According to 
this model, a condition such as obesity was labeled as a disease process, and various 
frequently concurrent conditions that could contribute to a general or specific decline in 
health were identified as risk factors (Sobal). During this time period, advances in medical 
research provided new information about the function of neural and hormonal pathways 
involved in hmnan metabolism, along with evidence for genetic influence on weight and 
shape, while physicians increasingly promoted aggressive treatments including intestinal 
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or gastric surgeries and Very ,Low Calorie Diets (Brownell) .... 
New ideas in psychology contributed to the treatment of obesity, though 
application of learning theory in the new behavioral therapies for weight-loss was 
probably the most influential to emerge (Cassell, 1995). First established as a treatment 
tool in the 1960s, varying formats for the behavioral control of appetite, eating, and 
exercise continued to be developed and promoted through the 1980s (Sobal, 1995). Two 
other important psychological constructs to emerge during this time period included 
Schaeter's (1968) conceptualization ofintemal and external cues for eating, and 
Stunkard's (1976) view of overeating as a syndrome, later known as binge eating. At the 
same time, theory and techniques developed to address substance abuse were utilized to 
achieve weight-loss and control over eating behavior in the addictions model of overeating 
(Sobal, 1995). 
Concurrently, doubt about dieting and the legitimacy of considering large size to 
be detrimental or deviant began to be entertained on several levels. For example, Schwartz 
(1986) noted that at the grass-roots level, people who were disillusioned with dieting or 
who recognized that their everyday experience as fat persons in American society was 
one of discrimination, began to organize. One important group to emerge from this 
growing awareness was the National Association to Advance Fat Acceptance (NAAF A), 
J 
which was founded in 1969, and continues as an active human rights lobby to the current 
day (Sobal, 1995). Additionally, experiences and viewpoints of people associated with 
the "Fat Underground" began to be documented, communicated and published during the 
last decades of the 20th century (Schwartz, i 986; Sobal, 1995). Claims of discrimination 
due to size were heard in court, and experts from the social sciences and medicine testified 
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on behalf of obese persons (Sobal, 1995) . 
. ,- On another level, expert testimony and scientific research began to emerge that 
supported the newjdea,that dieting was not only ineffective for long-term weight-loss, 
but that it might actually cause harm. For example, Susan and Orland Wooley (1984) 
reviewed 38 research articles focused on treatment of obesity, and concluded that the 
legitimacy of such treatment was questionable at best. They noted that outside of risky 
surgical intervention, obesity treatment was ineffective over the long term, and because 
moderate obesity was not usually associated with health risks, justifying treatment that 
would basically be fighting the individual's genetic make-up would be difficult. Other 
researchers, such as Ernsberger and Haskew (1987), challenged the idea that obesity was a 
health and longevity risk when they re-examined data originally gathered to document 
health risks and mortality effects due to obesity. Their investigation revealed that for 
adults, maximum longevity is attained at weights that would be labeled as overweight by 
medical standards. Additionally, they noted that weight loss efforts and weight cycling 
had a more negative effect on health status than obesity. This documentation of research-
based support for the doubts about the health benefits of seeking a slim physique set the 
stage for ongoing debate of these issues and important sociocultural changes during the 
last decade of the century. 
Body consciousness from the 1990 's to the new millennium. Between 1990 and 
now, two opposing themes have converged to influence public opinion and practice 
concerning weight and shape. These themes include the continuing medicalization of 
obesity and the emergence of a new weight paradigm that is associated with size 
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acceptance and quality of life enhancement for people of all sizes .(Parham~ 1996). ,Sobal 
(1995) conceptualizes the new paradigm as the demedicalization of obesity. According to 
his model,because obesity is' :viewed as a deviant condition in our culture, attempts have 
been made to explain its nature. Sobal notes that during the course of time, society has 
moved from conceptualizing obesity as a moral problem to one of medical concern, with 
the most recent perspective on the problem to emerge being a political view favoring 
acceptance of large body size. Soballabels this acceptance-based explanation as 
demedicalization because the reasoning behind it is rooted in politics rather than medicine. 
Recently, however, increasing numbers of health professionals have been working to 
design "treatments" that consider both acceptance and health issues (Davis, 2001). 
According to Cassell (1995) there are several key reasons that the first formal 
antidiet movement coalesced during the 90's. First, the low success rates of diets and the 
perils of weight cycling entered the realm of public knowledge by several avenues. For 
example, position papers such as Gamer and Wooley's (1991) expose on the remarkable 
failure rate for the treatment of obesity sensitized professionals to these issues. In fact, 
many counselors began to view their clients' needs around issues of shape, size and 
weight differently (parham, 1996). Additionally, results of the 1992 NIH conference on 
voluntary weight control indicated that during a five year period, most weight lost was 
regained (NIH Technology Assessment Panel, 1993). 
Second, litigation initiated by obese persons seeking to protest and end 
discriminatory practices aimed at them was instrumental in raising public consciousness 
on issues related to size. Another related support included hearings conducted by the 
101st United States Congress in order to investigate advertising claims and practices of 
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the powerful and wealthy diet industry (Committee on Small Business, 1990). 
Ultimately, these hearings resulted in legislation regulating weight-loss advertising 
(Sobal, 1995). 
These events impacted on society at many levels so that the emergence of a new 
or competing weight paradigm was evident (Parham, 1996). Where previously treatment 
was solely aimed at weight-loss and successful methods of dietary restraint, the idea of 
combining good nutrition,· an active lifestyle and self-acceptance began to be discussed and 
promoted by some health care providers. Professionals interested in promoting the new 
paradigm published, held conferences, developed new treatment protocols, and organized 
groups such as the Association for the Health Enhancement of Large Persons (AHELP). 
At the same time that the foundation for the new weight paradigm was 
developing, increased support for the medical model of overweight and obesity was also 
emerging. For example, according to Sobal (1995) the American Medical Association 
(AMA) actively promoted the idea of physician-directed treatment for weight loss and 
monitoring ofVLCDs since 1988. Additionally, obesity was actively included in the 
medical models for genetic disorders, endocrine disturbances, addictions, and 
epidemiologic studies(Sobal, 1995). Subsequently, the ICD-9-CM acknowledged the 
disease status for obesity in 1990. This meant that health care providers could 
I' 
legitimately code for the diagnosis and would be more likely to qualify for reimbursement 
for obesity-related care. The increased possibility of profit was motivation for diverse 
interest groups, including health care providers, the pharmaceutical industry, the fitness 
and weight-loss industries, and other service providers to support and promote the 
medicalization of obesity (Sobal, 1995). 
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Having entered the new millennium, our society-has retained two opposing 
viewpoints on obesity, including the idea that obesity is a medical problem requiring 
treatment,. and the idea that obesity is a physical attribute with social consequences that 
requires a healthy lifestyle and self-acceptance to insure well-being. Media is still more 
likely to depict women who represent the slim ideal. The latest research, however, has 
put a new twist on the etiology of obesity. Increasingly, sociocultural factors are being 
implicated as forces impacting on physiologic responses at the neuroendocrine level 
(Lionetti, Fujimoto, Wahl, Harrison, & Jenner 1995; Epel, 1997). This means that genetic 
predisposition, environmental factors, behavior and stress levels, as well as activity levels 
and gustatory habits, may all impact on the level and distribution of body fat. The nature 
of our embodiment results from a dynamic more complex than imagined in any other 
century. 
The Medical View of Obesity 
According to Spencer (1987) the medical model requires that problematic 
physical, mental, or behavioral conditions be viewed as evidence that an individual 
requires the expertise of a physician in order to be restored to wellness or have his or her 
deviance brought under control. Obesity, defined simply as excess bo~y fat (Brownell, 
1995), was viewed as a moral problem early in the 20th century, but began to be defined 
as a medical problem as early as 1950 (Sobal, 1995). Once defmed as medically 
problematic, obesity became a burden or obligation for physicians to cure or control. 
However, many physicians have been reticent to engage this battle. Some physicians find 
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working with the obese distasteful or unrewarding either because the _'fcure'? ·rate is 
minuscule, or because the physician's personal belief system is similar to that of the 
larger culture (Keys,1955; Wadden & Wingate, 1995). 
Nevertheless, physicians have been urged by medical professional organizations 
and government agencies to actively and aggressively treat overweight and obesity. For 
example, the U.S. Preventive Services Task Force (1989) recommended routine screening 
of all adults and children for weightlheight measurements and advised prescriptive weight 
loss as a routine preventive measure against future obesity and associated health risks. 
They noted that the Institute of Medicine recommends height/weight screening at least 
five times during the lifespan, while the American Heart Association calls for screening 
every five years, and the American Academy of Pediatrics suggests regular screening 
throughout infancy and every two years thereafter. More recently, the U.S. Office of 
Disease Prevention and Health Promotion released an important policy-setting document, 
Healthy People 2010, in which obesity and overweight are listed together as one of the 
ten health indicators targeted (Berg, 2001a). Additionally, the National Heart, Lung, and 
Blood Institute (NHBLI) recently revised and made its guidelines for BMI more stringent 
as part of an effort to encourage more aggressive treatment of overweight and obesity 
(Strawbridge et aI., 2000). Moreover, a recent news release to health professionals by the 
National Institute for Health widely publicized NHLBl's (2001) reseatch fmding that 
overweight and obesity are both strongly and independently associated with an increased 
risk for heart failure, of34% and 104%, respectively. 
According to Brownell (1995a), however, there is little actual agreement among 
scientists and health officials concerning the point at which degree of fatness becomes 
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problematic. In fact, predictions of health threat due to overweight vary between five and 
thirty percent.over suggested weight-for-height. Moreover, the National Institute of ~ 
Health (NIH) Consensus Development Panel on the Health Implications of Obesity 
(1985) called all quantitative definitions ,of obesity arbitrary, even though they also 
categorized body weight 20% above Metropolitan Life Tables' suggested weight as a 
health hazard. Conversely, the u.s. Preventative Task Force (1989) suggested that clear 
health threat is more likely only when weight reaches twice the desired weight, or 100 
pounds overweight. Sjostrom (1993) notes, however, that there is much individual 
variation in terms of actual susceptibility to health risks associated with 
overweight/obesity, and that determination of actual visceral body fat content is a way to 
target those at most risk. 
Since the early 1900s there have been many attempts to classifY and categorize 
levels of body weight, and much variation in the cutoffs used. For example, the first 
Federal Guidelines for the identification, evaluation, and treatment of overweight and 
obesity released by NIH in June 1998 classifY persons with BMI 25 to 29.9 as 
overweight and BMI over 30 as obese. NHBLI guidelines also view BMI > 25 as 
overweight. According to this standard, 55% of Americans are overweight 
(Strawbridge et aI., 2000). On the other hand, the National Center for Health Statistics 
system of classification defines overweight as BMI > 27.3 for women or > 27.8 for men 
(Williamson,1995). By this system of classification, approximately 34% of U.S. adults 
would be considered overweight (Williamson). 
There is concern that NIH and NHBLI guidelines are too strict, and that such a 
standard may inadvertently contribute to a rise in eating disorders (Strawbridge et aI., 
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2000). This is because when obesity is defined as a medical,condition, the standard 
treatment has traditionally been restrictive dieting (Cogan & Ernsberger, 1999). 
Additionally, some researchers even suggest that there are benefits to a larger body size 
(Ernsberger & Haskew, 1987; Gaesser, 1999). Although an increasing minority of 
scientists, researchers, and health professionals promote a paradigm shift from the 
deviance-based model of obesity to a health-centered approach (Cogan & Ernsberger, 
1999), concern about health risk associated with obesity dominates most professionals' 
thinking about body size and weight. 
Screening and assessment procedures. According to Van Itallie and Lew (1992), 
diagnosing overweight or obesity is relatively straightforward because there are only three 
pieces of information required: the individual's weight, height, and some table of reference 
values or norms. On the other hand, there are at least five anthropomorphic indexes 
related to overweight and obesity that could be used to evaluate related health risks. 
These include Body Composition (BC is an estimate of fat mass and fat-free mass), 
Relative Weight (RL is weight relative to a standard for height), Body Mass Index (BMI 
is body weight normalized for height), Pattern of Regional Fat Distribution (PRFD is 
abdominal or femoral-gluteal adiposity), and Waist-to-Hip Ratio (WHR). Currently, BMI 
J 
is the most frequently used index, having supplanted RW in the late 1970s. NIH 
Consensus Development Panel on the Health Implications of Obesity (1985) 
recommends physicians' use of BMI as a standard because it is descriptive, minimizes 
the effects of height, and allows for comparisons of populations. According to Kline 
(2001), however, at a BMI of25 there is much variation possible in the actual amount of 
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adipose tissue present. 1bis means that accurate clinical 'assessment ought ,to include BC, 
PRFD,or.WHR, as well (Van Itallie & Lew, 1993). :"1 • 
Although the initial diagnosis of overweight or obesity is readily obtained,Van 
ltallie and ,Lew (1992) note that physicians may have difficulty evaluating their patients' 
levels of health risk related to degree of overweight/obesity for several reasons. Risk is the 
probability of contracting a specific disease or of dying early (Van Itallie & Lew, 1993), 
and physicians might not have a clear understanding of how sex, age, duration of 
overweight, or distribution of body fat impact on risk for a particular patient. 
Additionally, information physicians need in order to make these judgments correctly, 
such as morbidity rates, mortality rates, attributable risk, mortality ratio, and excess death 
rate, are difficult to communicate meaningfully in the clinical encounter. Weinsier (1995) 
warns that physicians need to keep in mind four principles when working with 
overweight/obese patients. First, screening for neuroendocrine contributions to the 
individual's body size might be warranted. Second, not all overweight/obese persons will 
present with medical complications. Third, the known comorbidities are not evenly 
distributed among obese persons. Finally, there is still controversy over the extent to 
which overweight/obesity contributes to medical problems. Viewing good communication 
as paramount to good treatment, Wadden and Wingate (1995) encourage physicians to 
employ a collaborative model in order to provide highly individualizdl diagnosis and 
treatment for overweight/obese patients. 
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Diseases associated with obesity. Trowell and Burkett (1981) claim(that obesity 
was theftrst of modern diseases to emerge due to speciftc and'widespread dietary'changes 
adopted through the process'ofWestemization. Other common medical diseases, such as 
the varieties of cardiovascular disease, cerebrovascular disease, diabetes, and other . 
endocrine disorders became more and more prevalent after the emergence of obesity, 
whick is considered a maladaption to our current food-plentiful environment. In other 
words, if humans are 'genetically programmed to survive in a hunter-gatherer environment, 
then those who become obese in our current environment may possess a body that 
efftciently bums fuel (Trowell, 1981). 
The impact of Westernization on body weight is most clearly seen in remaining 
groups of indigenous peoples such as Eskimos, Native Americans, Australian Aborigines, 
Polynesians, Maori, and Paciftc Islanders, according to Trowell & Burkett (1981). 
Documentation of the physiological impact of Westernization was first noted among East 
African groups, however (Trowell, 1981). The ftrst clinical case of CHD in an African 
was documented in an Ugandan Judge who was known to have regularly consumed a 
Westernized diet (Trowell & Singh, 1956). For the most part, acculturating groups 
experience diet-related diseases at an even higher rate than Western peoples (Trowell & 
Burkett, 1981). Most recently, an altered epidemiologic profile that includes dramatically 
increased incidence of diet-related chronic disease, has emerged in a number of Latin 
American countries that have experienced rapid economic and technological growth 
(Albala, Vio, Kain, & Uauy, 2001). 
On the other hand, Grundy and Barnett (1990) note that though overnutrition 
may cause some people to become obese, other associated diseases appear only if the 
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individual also has a metabolic weakness in a specific body system. For example, the 
metabolic pathways involved in cholesterol, triglycerides, bile acids, apolipoproteins, 
glucose, insulin, uric acid, or electrolytes may be defective, but only manifest this defect 
at the clinical level with the presence of a trigger such as obesity (Grundy & Barnett, 
1990 p 654). However, because even a modest degree of overweight could be quite 
problematic for an individual predisposed to weakness in any of the metabolic pathways 
impacted by overnutrition, Wadden and Wingate's (1995) recommendation for highly 
individualized assessment and treatment planning for overweight individuals seems 
advisable. 
Complications, riskfactors, disease states and obesity. The physiological state of 
obesity has been implicated in health conditions that have been grouped into three broad 
and overlapping categories known as complications, risk factors, and disease states (Bray, 
1985). Individuals likely to experience these syndromes or conditions are generally 
thought to have a predisposing weakness in one or more metabolic pathways that is 
triggered by increasing weight or overnutrition (Grundy & Barnett, 1990; Van Itallie & 
Lew, 1993). Those persons most at risk, however, have gained weight in early adulthood, 
and have abdominal or visceral fat at middle age (Dustan, 1985; Iverius & Brunzell, 1985). 
The commonly encountered metabolic abnormalities include atherogenic lipid profile, high 
fibrinogen levels, insulin resistance, hyperinsulinemia, glucose intolerance, and 
hyperuricemia (Van ltallie & Lew, 1993). 
Two types of abnormality in circulatory lipids associated with obesity, known as 
dyslipidemia, are frequently found. These include an elevation of triglyceride levels 
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(VLDL) due to high production inthe liver in response to free fatty acids arriving from 
visceral fat stores, impaired clearance at the periphery due to lowered activity of 
lipoprotein lipase in muscular tissue, along with depression of high density lipoprotein 
cholesterol (Pi-Sunyer, 1995). When the ratio ofLDL-C to HDL-C is elevated, there is 
increased risk of coronary heart disease (Mayo Clinic, 1998; NIH Consensus ' 
Development Panel, 1985; Pi-Sunyer). This process contributes to increased incidence of 
angina pectoris, nonfatal myocardial infarction, and sudden death syndrome in obese 
persons (Pi-Sunyer). Obesity is associated with increased incidence of these 
cardiovascular risk factors, and with increased incidence of Coronary Heart Disease 
(CVD). 
Outcome from a prospective study of 115,886 U.S. women indicated that obesity 
should be considered a strong risk factor for CHD/CVD in middleaged women 
(Manson et aI., 1990). The study examined coronary events over an 8-year period for 
women age 30 to 55 who were initially free of CVD, stroke or cancer at baseline. 
Increased BMI was positively associated with incidence of angina pectoris, as well as 
fatal and nonfatal myocardial infarction, especially for women who had gained weight 
during adulthood. Although obesity alone may not be responsible for the development of 
CVD (pi-Sunyer, 1995), increased prevalence of obesity, along with research-based 
.j 
evidence for its impact on cardiovascular health, prompted the American Heart 
Association to change its status from contributing risk factor to that of major risk factor 
for CVD (Mayo Clinic, 1998). Similarly, recent NIH (2002) publications stress the 
presence of a strong and independent association between overweight, obesity and 
increased risk for heart failure. 
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Obesity is thought to be related to the development of hypertension as relative 
risk for this condition is five times as great for obese or overweight persons age 20 to 45, 
and doubled for those age 45 to 75, than for persons ofnonnal weight in either age group 
(Van Itallie, 1985). There is some question as to whether or not there is a common causal 
metabolic factor that links hypertension and obesity because hypertensives have been 
noted to gain weight more readily than others (Dustan, 1985). Hypertension is related to 
higher probability of stroke in obese persons, and is also a risk factor for CVD (Pi-
Sunyer, 1995). There are several-hypotheses about why and how obesity contributes to 
development of hypertension. For instance, decreased renal filtration surface may lead to 
sodium retention, which contributes to elevated blood pressure. Increased levels of 
insulin, common in obese persons, may act to increase reabsorption of sodium in renal 
pathways. Two other possible mechanisms are enhanced catecholamine levels or elevated 
plasma renin levels in obese persons (Pi-Sunyer, 1995). 
Increased cholesterol production in response to increased adiposity is implicated 
in the dramatic 150% rise in the likelihood of gallstone fonnation in people who are 25% 
or more overweight (Bray, 1985; Stampfer, Maclure, Colditz, Manson, & Willett, 1992). 
Obesity-induced elevated cholesterol, when combined with other metabolic factors such 
as deficiency of bile acids, hypersecretion rate, or the presence of cholesterol crystals, is 
cl 
implicated in the fonnation of gallstones. Motility of the gallbladder decreases due to bile 
that is supersaturated with cholesterol, making fonnation of cholesterol-containing stones 
more likely (Grundy & Barnett, 1990). For individuals at risk, substantial weight change 
was found to precipitate gallstone fonnation as well (Stampfer et aI, 1992). 
Non-insulin dependent diabetes mellitus (NIDDM) is frequently comorbid with 
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obesity. Whether obesity causes NIDDM, or simply acts to worsen the condition is ' 
unclear, though changes in metabolism linked to the obese state are implicated (Grundy & 
Barnett, 1990). For example, as BMI increases, organs sensitive to insulin such as the 
liver, adipose tissue and muscle tissue are effected because the ability of insulin to act at 
the cellular level becomes impaired. According to Pi-Sunyer (1995), thisLmay be due to 
insulin resistance resulting from an obesity-related down-regulation of insulin receptors 
and post·receptorabnormalities leading to increased blood glucose levels. 
Another possible consequence of obesity includes impact on respiratory function 
such as hypo ventilation, or the Pickwickian syndrome, which may also include or 
contribute to sleep apnea. For example, the weight ofthe chest may cause poor 
respiratory action and result in lower function of the respiratory pathways so that some 
passages ofthe lung are profused but not ventilated (Bray, 1985; Pi-Sunyer, 1995). 
Presence of this syndrome is limited to a small minority of severely obese persons, 
usually males, however (Ernsberger & Haskew, 1987). 
Endocrine function may be altered in response to obesity (Bray, 1985). For 
example, obese girls may experience menarche at an earlier age than peers, menses may 
become irregular for adult women, while serum testosterone levels decrease with 
increasing overweight in males. Additionally, complications of pregnancy, labor and 
4 
delivery such as toxemia, hypertension, gestational diabetes, twin gestation, oxytocin 
infusion and caesarean section may be more likely for obese women. 
According to Grundy and Barnett (1990) obesity is also viewed as a possible 
factor in the promotion of cancer development. Higher risk for cancer of the endometrium, 
gall bladder, cervix, breast, and ovaries in women, and ofthe prostate in men, is found 
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with obesity (Garfinkel~ 1985). There is much debate and investigation into the nature of 
the obesity-cancer link. For example, Grundy and Barnett describe animal studies and 
retrospective human studies suggesting that overnutrition in early life may be linked to 
the later development of certain cancers. They'Suggestthat high protein intake early in 
life could lead to development of larger body size, which is thought to be associated with 
increased incidence of some cancers. Similarly, they note that high total fat in the diet has 
been proposed as a risk factor for cancer in humans, and has been implicated in tumor 
formation in rodents, while ingestion of specific forms of lipids, namely polyunsaturated 
fatty acids, may promote tumor growth. Another idea is that increased estrogenicity 
associated with increased levels of adipose tissue may contribute to the development of 
breast cancer (pi-Sunyer, 1995) or endometrial cancer in obese women (Ernsberger & 
Haskew, 1987). 
On the other hand, the relationship between obesity and cancer in humans is not 
straightforward, as some researchers suggest that obesity may be a protective factor for 
certain forms of cancer, and may prolong survival for some patients (Ernsberger & 
Haskew~ 1987). For example, Ernsberger and Haskew's review of evidence for obesity's 
positive contributions to health, they discuss numerous studies suggesting both overall 
reduced incidence of certain cancers and overall reduced cancer mortality. Specifically~ 
they noted reduced incidence of certain abnormalities on mammograms of obese women, 
lowered risk of breast cancer prior to menopause for obese women, and protective nature 
of female adipose tissue for newly menopausal women. Additionally, lung cancer and 
stomach cancer were found to be less common in obese persons, while colon cancer was 
negatively associated with obesity for women (Ernsberger). 
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Obesity will remain a target for both preventive and allopathic medical' 
intervention because of the many identified associations with other disease processes and 
broad impact on industrialized countries. Considered to be a disorder related to lifestyle 
and stress levels associated with advanced civilization (Bjomtorp, 1995), understanding 
of this condition is essential for improving quality oflife and longevity for.increasing 
numbers of persons, especially because obesity has recently been labeled a global 
epidemic (Wadden, Brownell & Foster, 2002). 
Morbidity and mortality as correlates of obesity. Morbidity is .considered to be the 
level of disease process, while Mortality is the degree to which a particular condition is 
related to early death (Feinlieb, 1985). Both of these indexes are important and practical 
components that Van Itallie and Lew (1992) recommend as part of an individualized 
obesity workup. These indexes are modified by other considerations, such as age, sex, 
race, family history, stature, body fat distribution, general health status, and presence or 
absence of other related risk factors. Morbidity rates are found by calculating the 
incidence of a disorder over time and dividing by the average number of subjects exposed 
to the risk factor (Van Itallie & Lew, 1992). Morbidity risk for obesity-related diseases 
such as hypertension, diabetes, or hypercholesterolemia is significantly greater for 
overweight or obese persons between ages 20 and 44 than it is for per§ons aged 45 to 75, 
according to Van Itallie (1985). 
Mortality rates are calculated by dividing the number of deaths over a period of 
time by the number of subjects at the start ofa study (Van !tallie & Lew, 1992). 
Mortality Risk (MR) associated with high BMI was documented through collaborative 
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research conducted by the Actuarial Society of America and the Association :of Life 
Insurance Medical Directors as early as 1912 (Van Itallie & Lew, 1992). McGinnis and 
Foege (1993) conducted a meta-analysis of medical and governmental studies published 
over a IS-year period to quantify contributions of lifestyle risk factors to Mortality in 
the United States, and found dietary and activity patterns second only to tobacco use as 
contributors to death. More recently, census information was examined and compared to 
data from six major health studies. The average number of deaths per year related to 
obesity was 280,000, with >80% occurring in persons with BMI ::: 30 (Allison, Fontaine, 
Manson, Stevens, & Van Hallie, 1999). 
The relationship between body weight and MR is not necessarily straightforward, 
however. Age and fat distribution patterns are important modifying factors for the 
proposed MR-obesity relationship. For example, BMI in the highest quartile at age 50, 
and BMI in the lowest quartile in old age, are both associated with high MR 
(Losonczy et aI., 1995). According to Bender and colleagues (1999), a BMI of 30 was 
associated with lowest MR for older persons. Moderate overweight in older persons 
provides a nutritional reserve that is beneficial in times of physiological or other stress 
such as illness (Diehr et aI., 1998). Ancel Keys (1980) asserts that overweight and 
obesity are not necessarily serious health risk factors. Analysis of data from his 
international study of 16 cohorts representing diverse ethnic groups and body types, 
suggests that obesity is not significantly related to an increase in all-cause MR. In fact, 
males who were above average in weight or relative fatness had the least probability of 
death during the IO-year period of the study. According to Keys~ differences in relative 
overweight or obesity among the cohorts studied did not explain differences mortality. 
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Similarly, another recent analysis of existing studies revealed that'MR for lowest BMI 
was actually greater than for highest BMI in men age 50 who had been followed for 30 
years (Troiano, Frongillo, Sobal, & Levitsky, 1996). Moreover, though the same review 
did not uncover a clear relationship between BMI and MR for middle aged women who 
had been followed for ten years, results from a decade-long Norwegian study of 1.8 
million people indicated that maximum life expectancy for women is associated with BMI 
between 26 and 28 (Ernsberger & Haskew, 1987), values that would be considered 
overweight by current health standards (NIH, 1996). 
According to Blackburn (1995), moderate weight loss is an important treatment 
component for reducing the impact of obesity on health and mortality. In fact, it is the 
most frequently prescribed measure recommended to obese persons for protection against 
CVD (Williamson, 1985). Williamson and Pamuk (1995) note that at least six studies 
document reduced MR for individuals who have lost weight. Blackburn asserts that 
weight loss efforts should target health promotion, rather than desired or optimal weights, 
and notes that reducing weight by as little as 5% will confer health benefits for obese 
persons. Moreover, when a 10% to 20% reduction is maintained for 2 to 5 years, health 
risks are reduced and health benefits are maintained for conditions such as diabetes, 
hypertension, and hypercholesterolemia. Hyperglycemia is readily impacted by dietary 
means, while glycemic control and insulin sensitivity are positively influenced by modest 
weight loss. For hypertensive individuals, significant decrease in blood pressure is 
attainable through a 10% reduction in body weight, regardless of initial weight, while 
persons at risk for hypertension may forestall its development through modest weight 
reduction. Finally, lipid profile is impacted by modest weight loss, such that overall total 
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cholesterol levels decrease, and the ratio of low density lipids (LDL) to high'density 
lipids (HDL) is improved (Williamson & Pamuk, 1995). 
Weight loss for reduction of obesity-related Morbidity and MR may not be 
universally beneficial, however. For example, researchers analyzed data from a 32-year 
follow-up of individuals participating in the Framingham Heart Study for total mortality, 
mortality from CVD, morbidity associated with CVD and cancer as these were related to 
variations in weight as revealed by the study's biennial examinations and subject's 
recalled weight at age 25 (Lissner et aI., 1991). This analysis revealed that fluctuations in 
body weight had negative health consequences independent of obesity status (1991). 
Similarly, When weight change over time was assessed for 11,703 cancer and 
cardiovascular disease-free participants in the Harvard Alumni cohort study, results 
illustrated the fact that weight loss or gain results in similar levels of all-cause and 
cardiovascular MR, independent of smoking status, level of physical activity, or BMI 
(Lee & Paffenberger, 1992). Data from a longitudinal study of more than 4,000 older 
adults revealed that weight loss of 10% or more after age 50 was found to be associated 
with increased MR (Diehr et aI., 1998). 
When body fat distribution is considered, predicting risk becomes more 
complicated in some ways, and clearer in others. Fat distribution is regulated by three 
major mechanisms, including genetics, actions of steroid hormones, and weight cycling 
(Rodin, Radke-Sharpe, Rebuffe-Scrive, & Greenwood, 1990). This sort of visceral fat 
accumulation is associated with risk factors for disease, including hypertension, insulin 
resistance, and unbalanced lipoprotein levels, while it is also an independent risk factor 
for CVD, diabetes, stroke, and premature death (Bjomtorp, 1995, Sjostrom, 1993). 
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Women who have experienced multiple pregnancies orwho have experieneed repeated 
weight change are at risk for developing greater abdominal fat deposits (Rodin, et aI., 
1990). Regardless of gender, however, persons with abdominal or visceral body fat are 
more likely to experience metabolic problems, increased morbidity, and higher mortality, 
and lean individuals may be at even higher risk than their heavier counterparts (Sjostrom, 
1993). Taken together, this information seems to suggest that the relationship between 
body weight, shape, healtlt status and mortality is complex, and that a cautious approach 
to the use of weight loss would be best. 
Obesity-related public health measures and controversies. Currently, there are 
two broad views on obesity that have potential to influence public health policy. The idea 
that public health policy ought to be focused on either preventing or stamping out obesity 
because it is a health hazard is the view currently endorsed by most of the medical 
community, as well as government and policy setting organizations. This is evidenced by 
the fact that organizations, such as the National Institute of Health (NIH), National 
Heart, Blood, and Lung Institute (NHBLI), and government agendas such as Healthy 
People 20 I 0 have widely publicized the view that obesity contributes to disease, and that 
it needs to be prevented, eliminated, and at the very least, battled with the best medicine 
has to offer (Berg, 2001; NIH, 1985; Strawbridge et al., 2000; Wadden, Brownell & 
Foster, 2002). Additionally, besides providing increased public education around nutrition 
and fitness activities, some public health theorists, along with special interest lobbying 
groups, suggest the adoption of regulatory actions, including control over advertising, 
prices, and sales conditions of food products thought to contribute to obesity (American 
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Obesity Association, 2002; Jeffrey, 1993; Wadden, Brownell). An alternate view, 
however; has recently come to the forefront, and may represent the emergence of a valid, 
new paradigm (Sobal, 1995); The basic tenets of this alternate view include acceptance of 
vadation in body size, including obese body size, asa natural difference, along with 
consideration of the possible benefits oflarger body size, and promotion of healthy eating 
and an active lifestyle for all sizes of people (Sobal, 1995). Proponents of this health-
centered view include select researchers, feminist theodsts, members of activist groups, 
such as NAAF A, and forward-thinking nations, such as Canada (Berg, 2001; Cogan & 
Ernsberger, 1999; Keys, 1980; Ernsberger & Haskew, 1987; Ernsberger & Koletsky, 
1999). ;/' 
These two opposing views have divergent effects on individuals who are obese (or 
who fear becoming obese). For example, when the current "medical" view of obesity is 
considered appropdate, then obesity may be experienced as an illness, most likely as a 
chronic illness, especially because weight loss is so difficult to maintain. The body may 
be expedenced and viewed as being out of control by the individual and by others in 
society (O'Neill & Jarrell, 1992). Additionally, the obese person may feel as if, and be 
viewed by others as if, they are responsible for their "ill" condition. The obese person, 
their family, friends, health care providers and even perfect strangers may believe that the 
,j; 
afflicted person either has or ought to have, "control over" their health/size status (Wann, 
1998). Body/self expedences and evaluations such as these bear similadty to those 
descdbed by persons suffedng from chronic illnesses, and by those interacting with or 
caring for the chronically ill (Benner, Janson-Bjerklie, Ferketich, & Becker, 1994). For 
individuals predisposed to the medical consequences of obesity, such a focus could be 
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beneficial as encouragement to monitor behaviors impacting their health will come from 
many sources, providing potential support for their long-term efforts toward improved 
health. On the other hand, obese .individuals who are less vulnerable to metabolic or, , 
medical consequences of their increased size may still suffer, especially if they become 
overconscious of their disparate body size, experience repeated deprivation due to 
unnecessary weight loss attempts, or damage their health through weight cycling. 
On the other hand, when the emergent, health-centered paradigm is considered 
appropriate, the obese person, peers, family, and health care providers are more likely to 
accept his or her size difference (Robinson & Bacon, 1996). An individual's degree of 
obesity could be viewed in a manner similar to the way gender, race, ethnicity, height, hair 
color, eye color, or other physiological differences are experienced. Under those 
conditions, an obese person's body would not necessarily be seen as being out of control, 
a true threat to health, or as something that ought to be controlled or changed. Rather, the 
obese person, and other interested parties would be more likely to consider how best to 
care for, serve, and honor the body in its unique state (Berg, 2001a). Obese persons may 
gain a number of benefits through promotion of a health-centered paradigm as opposed to 
the medicalized view of obesity (Ernsberger & Koletsky, 1999). First, such a societal 
shift in view could reduce the incidence of discrimination towards obese persons. This 
change, over time, could impact and improve many aspects of their liv~s; including 
interpersonal relations, social interactions, and opportunities related to achievement and 
work. Second, energies an obese person might have directed towards weight loss or 
managing their self-presentation in the face of social undesirability could be made available 
for other aspects of self development, including the pursuit of an active, healthy lifestyle. 
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This pursuit, in tum could impact positively on self-concept, mood, and overall health. 
Proponents of the mainstream medical view would advise weight loss and fitness 
training as the best way for overweight and obese persons to care for their health and 
bodies. For example, the three objectives of "Healthy People 2010" include reducing the 
proportion of overweight and obese children and adolescents in the popUlation, reducing 
the proportion of overweight and obese adults, and increasing the proportion of adults at 
a "healthy" weight (Berg, 2001 b). According to recently published NHBLI guidelines, 
this agenda would call for weight loss in more than half of Americans, because BMI of 
25.0 to 29.9 is considered overweight, while BMI above 30.0 is considered a marker for 
obesity (Strawbridge et aI., 2000). The desirability of lower weight is based on NIH 
(1985) consensus conference guidelines, which drew heavily on NHANES I and 
NHANES IT research supporting a strong association between obesity, especially excess 
abdominal fat, and CVD risk factors such as hypertension, hypercholesterolemia, and 
diabetes. 
On the other hand, some supporters of the emergent health-centered paradigm 
suggest that treatment recommendations for overweight and obesity, and the research 
cited as support, are part of a diet-centered approach to health that is influenced more by 
powerful internalized negative views of body fat than scientific evidence (Cogan & 
Ernsberger, 1999). Specifically, Cogan and Ernsberger point out that fesearch consistently 
reveals poor long-term outcomes for weight loss attempts, including low probability for 
the maintenance of weight loss, health problems associated with subsequent weight 
cycling, and elevated risk for disordered eating. Gaesser (1999) concurs, and notes that 
epidemiological evidence points to an association between weight loss and increased 
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mortality, and that relatively short-term health benefits conferred>by weight loss are 
variable from individual to individual. Furthermore, mortality risk actually rises with a 
weight loss of as little as 5% of body weight, while weight cycling may worsen degree of 
cardiovascular risk. Moreover, Gaesser asserts that despite Metropolitan Life's 
promotion of ideal body weight in the 1940s, and desirable body weight since the late 
1950s, there is currently no clear evidence for a "best" body weight. 
Along the same lines, Cogan and Ernsberger (1999), point out that quick weight-
loss strategies have been linked to a variety of health problems, and may even result in 
death. They cite many, including medical problems related to use of thyroid hormones or 
amphetamines for weight control, fenphen-induced heart valve abnormalities, and 
psychological problems, such as negative mood, depression, preoccupation with food and 
eating, binge eating, decreased cognitive efficiency and poor body image. According to 
Cogan and Ernsberger, records of deaths associated with quick weight loss strategies 
include those related to use of the metabolic poison dinitrophenol for weight loss, and 
ingestion of prepared dietary products such as the Cambridge Diet, which resulted in 50 
deaths. Similarly, surgical procedures employed for weight reduction may have 
undesirable effects such as impairments in cognitive fimction, incidents of malnutrition, 
psychosis, or death following intestinal bypass operations. 
Other new paradigm theorists promote the idea that even with the presence of 
cardiovascular soft signs, body weight in the moderate overweight category may actually 
be health-protective in some ways. For example, Ernsberger and Haskew (1987) note that 
although overweight and obese persons experience elevations in CVD risk factors, the 
actual incidence of true disease markers, such as atherosclerosis or myocardial infarction is 
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not increased. They also cite three pregnancy-related benefits to· larger body size; -
including fewer low birth weight babies, reduced incidence of respiratory distress when 
mother is more than 200 pounds, and reduced vaginal lacerations at delivery. 
Furthermore, they claim that moderate overweight is associated with lower death rates for 
most types of cancer. One exception is endometrial cancer, which occurs more frequently 
in heavy women, though frequent pap smears are needed, these are less likely to be 
recommended than weight loss (Ernsberger & Haskew, 1987). 
The vitality approach promoted by Health Canada is a good example of 
implementation of the health-centered paradigm. This approach promotes enjoyment of 
healthy eating in order to meet the nutrition and energy needs of the body, active living, 
social acceptance of size and shape differences, and views a positive self and body image 
for all persons as paramount (Berg, 200la). Persons seeking health through 
implementation of techniques associated with this health-centered paradigm will be more 
likely to enjoy the process, rather than be driven by guilt or the self-denial associated 
with dieting for weight loss purposes (Cogan & Ernsberger, 1999). 
An important key to implementing this philosophical and practical shift in 
practice includes dissemination of information concerning genetic influences on body size 
and shape, health threats related to weight loss strategies and weight fluctuation, the high 
failure rate of diets, and the psychological consequences of weight loss and weight loss 
failures (Cogan & Ernsberger, 1999). Although there is increased public awareness of the 
desirability of such a shift in health practices related to overweight and obesity, several 
obstacles continue to hinder change. For example, Cogan and Ernsberger (1999) point out 
that our government has invested considerable funds to support the mainstream medical 
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view, which defines overweight and obesity as health risks;'andpromotes weight loss. 
Because obesity is currently defined as a medical condition, the standard treatment, 
restrictive dieting, is mostiikely to continue to be prescribed. 
Treatment of Obesity 
During the past decade, interest in treatment for obesity has increased as has 
awareness of the associated health complications and mortality risk (Wadden). 
Concurrently, the very limited effectiveness of available treatment strategies for the long 
term has both sparked debate over the futility of treatment and enhanced awareness of the 
need for tailored, individualized treatment plans (Wadden, 1993). This section will review 
current guidelines for diagnosis and treatment of overweight and obesity, and will also 
discuss some recently developed treatment alternatives. 
Treatment for obesity is typically initiated at specific levels through the use of 
weight classifications based on calculation of the BMI, according to standards and 
terminology suggested by the World Health Organization (WHO) and National Heart, 
Blood, and Lung Institute (NHBLI) (Anderson & Wadden, 1999). These organizations 
define overweight as a BMI of25.0 to 29.9, Class I Obesity as BMI of30.0 to 39.9, 
Class II Obesity as BMI of 35.0 to 39.9, and Class III Obesity as BMI > 40.0 
(Must et al., 1999). Despite these guidelines, Wadden (1993) cautions that not all 
overweight or obese persons should receive weight-loss treatment. He recommends that 
careful consideration of the individual's ge'neral health status, age, weight history and 
potential liabilities of treatment are important components in deciding whether and how 
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to initiate treatment. , "1. ,.' 
Patients should be carefully matched to treatment (Garrow, 1995). Several 
important principles, derived from a stepped-care model of obesity treatment (Garrow, 
1981; Stunkard, 1984), are important for physicians to consider. Wadden (1993) asserts 
that these principles include choosing the least costly, least risky, and least intensive 
treatment appropriate to the individual's overweight percent and attendant health risks. 
This means that most patients would benefit from an initial trial of a 1,000- to 
1,500-calorie diet and lifestyle change on their own or via commercial programs, such as 
Weight Watchers, university or hospital based clinics. According to this model, only 
patients who are 40% to 100% overweight would require a VLCD, private counseling or a 
residential weight-loss program, and only patients with a history of failed attempts to 
lose weight and who remain 100% overweight would be considered for the most extreme 
treatment: bariatric surgery (Wadden, 1993). 
Increasing knowledge of the powerful impact of genetics on Resting Metabolic 
Rate (RMR), body fat distribution, and the general tendency to accumulate adipose tissue 
has contributed to questioning older models of weight-loss success (Brownell & Rodin, 
1994; Anderson & Wadden, 1999). Although obesity was previously viewed as an acute 
disorder requiring 1 ° to 20 weeks of treatment, the current view includes the idea that 
11 
obesity is a chronic disorder for which only palliative care can be provided (Anderson; 
Atkinson, 1993; Kirk, 1999; O'Neil & Jarrell, 1992). Generally, the criterion for 
treatment success is now considered to be maintenance of a 5% reduction from baseline 
weight for one year (Anderson). However, when the most extreme measure for weight 
loss, bariatric surgery, is employed, a 50% reduction from baseline maintained for five 
, 
, 
II 
I! 
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years is the gauge for treatment success (Atkinson). 
Obesity and primary care practice. Obesity is one of the most common conditions 
seen in primary care practice, though weight loss treatment is seldom successful (Stamps, 
Catano & Feola, 1983). Primary care physicians generally find counseling for weight 
management unsatisfying, and may neglect to specifically document a patient's obese 
status (Pheley, 1990). Nevertheless, in 1988 the American Medical Association (AMA) 
officially recognized medical treatment of obesity and established treatment guidelines 
(Blackburn, 1993). 
According to Blackburn (1993), AMA guidelines for the medical treatment of 
obesity defmed two categories of prescribeable weight loss diets and delineated two levels 
of care. Prescribeable weight loss diets included Low Calorie Diets (LCDs) and Very Low 
Calorie Diets (VLCDs). According to guidelines, LeDs were defined as food or 
supplement plans of 800 calories per day or more, while VLCDs were less than 800 
calories per day (Blackburn). The two levels of care for obese patients suggested by these 
guidelines included medical monitoring and medical supervision. Medical monitoring was 
defined as systematic health checks including a baseline assessment of weight and health 
status, milestone visits scheduled for each expected incremental loss of 10% of body 
weight, and ongoing opportunities for patient motivation, education, or referral to other 
obesity experts (Blackburn). On the other hand, medical supervision was to include all of 
the aspects of medical monitoring as well as specific treatment planning, systematic 
quality control of treatment, and strategies for relapse prevention. Medical supervision 
was reserved for patients with a BM! > 35, those with intercurrent health problems, or 
who were being treated with a VLCD (Blackburn, 1993). 
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By the time these modest medical guidelines were established, approximately,$4.5 
billion pet year were being spent on obesity treatment at hospital based clinics, while 
another $1.5 billion were being spent for treatment at commercial weight-loss programs 
(Drewnowski, 1995). The combination of considerable cash flow and increasingly 
apparent problematic treatment outcomes prompted public concern for consumer 
protection, as evidenced by the 1990 Congressional Hearings on the then-wrregulated 
weight loss industry (Wadden, 1993). According to Drewnowski (1995) these hearings 
had two broad effects. First, the Federal Trade Commission (FTC) acted to protect 
consumers by requiring substantiation of claims for efficacy of weight-loss programs, 
including the likelihood of permanent weight loss and delineation of health risks to 
consumers. Second, the hearings inspired the Michigan Task Force to establish even more 
comprehensive weight-loss treatment guidelines, with the intention of guiding conSensus 
on obesity care among providers. The factors that these newer, more specific guidelines 
emphasized included training and supervision for treatment staff, along with screening, 
individualized treatment planning, establishment of reasonable weight loss goals, specified 
diet composition, nutrition education, exercise as a key treatment component, use of 
behavioral strategies, and maintenance phase treatment for all individuals seeking 
weight-loss treatment (Drewnowski, 1995). 
Recently published advice to primary care physicians working with obese 
patients is remarkably similar to the general content of the Michigan Guidelines, though 
several important additions are of note. Anderson and Wadden (1999) stress the need to 
assess patient readiness for weight loss, use of a treatment manual, frequent patient 
contact, modest weight loss goals of only 5% to 10% from baseline weight, and provision 
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of-psycho education to assist the patient in development of problem-solving sIDills. T:he 
patient:s need to feel supported and understood through empathic interactions with the 
care provider has been included as a key component in this emerging model (Anderson & 
Wadden, 1999). Furthermore, the model also takes into account physicians' need to 
examine personal prejudices that may color their relationship with obese patients, the 
benefits of supportive supervision with colleagues, and challenges physicians to make 
specific efforts to reduce a patient's weight-related psychological distress, such as 
frustration with slow weight loss or weight loss failure (Wadden & Wingate, 1995). 
Currently utilized treatment modalities and their components. There are a number 
of settings in which treatment for obesity commonly occurs, as well as a variety of 
treatment strategies that might be employed. Settings for care range from less formal to 
more formal, including self-help groups, community or workplace treatment, commercial 
programs, physician-monitored or supervised care, inpatient behavioral care, and 
surgically mediated care. Treatment strategies include varying combinations of basic 
treatment components, including dietary restriction (LCD or VLCD), behavioral 
programs, exercise plans, relapse prevention and maintenance plans, pharmacotherapy, 
and bariatric surgery. The most common settings and treatment components will be 
described in this section. 
Many persons interested in weight loss try a popular lay diet (usually outlined in 
a self-help book), join a self-help program, or invest in one of the major commercial 
programs (Cormillot, 1995; Dwyer, 1995; Levy & Heaton, 1993). One thing that all of 
these approaches share isa lack of systematic evaluation of their efficacy (Cormillot, 
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1995).1 Despite lack of evidence for efficacy, dieting to lose weight is quite widespread, 
with 75% of adult women and 47% of adult males having reported attempts to lose· 
weight (Jeffrey et aI., 2000). Nevertheless, only 40% of people seeking weight loss will 
ask for advice from their primary care physician (Levy), and relatively few will utilize a 
formal weight loss program (Jeffrey), though physicians may advise patients to try one 
of these programs as an initial intervention when weight loss is considered advisable 
(Wadden, 1993). c 
Lay diets commonly involve calculation of Resting Metabolic Rate (RMR), 
consideration of the dieter's usual activity level, and a caloric allowance based on those 
figures (Dwyer, 1995). According to the energy deficit approach utilized in many of these 
diets, ingestion of 500 calories less than needed will cause a loss of about one pound per 
week (Dwyer). Some diets include other measures, however, including fat gram counting, 
or manipulation of diet composition to encourage metabolism of fat stores (Dwyer). 
Other commonly used practices include skipped meals, ingestion of diet products such as 
diet soda or commercial meal products, use of over-the-counter diet pills, vitamin and 
mineral supplementation, and frequent weighing (Levy & Heaton, 1993). 
Many self-help groups and commercial programs employ strategies similar to 
those found in popular lay diets, but also offer dieters social support (Cormillot, 1995). 
Additionally, these programs utilize systematic approaches to behavioral change that is 
most often modeled either on the 12-step addictions model, or on principles consistent 
with behavioral psychology (Cormillot). The most frequently utilized self-help programs 
in the United States include Overeaters Anonymous (OA) and Taking Off Pounds 
Sensibly (TOPS), while frequently used commercial programs include Weight Watchers, 
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Jenny Craig, Optifast, Diet Center, and NutrilSystem (Cormillot). 
Community and workplace settings, and direct mail treatment programs have been 
utilized in an attempt to bring affordable treatment to groups, especially because 
employers and public health agencies are interested in providing care to persons who 
might not otherwise seek treatment (Jeffrey, 1993). Additional benefits to large 
group-focused treatment programs includes potential for broad-based social support, and 
cost recovery due to expected reductions in health care costs as the health risk factors 
associated with obesity are ameliorated through weightloss (Jeffrey). Unfortunately, long 
term multicomponent trials did not reveal a lasting treatment effect; rather a mean gain of 
3kg was noted overall during the 10-year (1980 to 1990) study period (Jeffrey, 1993). 
This frustrating result is congruent with findings that, over the long term, weight loss is 
rarely maintained whether treatment is individualized or provided in small group settings 
(Garner & Wooley, 1991). 
Physician monitored or supervised care usually involves prescription of a LCD, 
VLCD, and some combination of behavioral techniques, relapse prevention andlor 
pharmacotherapy (Wadden, Foster, & Letizia, 1994 ). Early forms of behavioral 
treatment focused on simple control of ingestion, but now includes manipulation of 
multiple lifestyle factors related to weight control (Foreyt & Goodnick, 1993). 
Components commonly associated with behavioral treatment for obesity include 
functional analysis of target behaviors, self monitoring, stimulus control, contingency 
management, and use of cognitive behavioral strategies to address self-talk impacting on 
weight:-related behaviors (Foreyt & Goodrick; Haddock, Shadish, Klesges, & Stein, 1994; 
Wadden & Van Itallie, 1992; Wilson, 1994; Wilson, 1995). Behavioral treatment follows a 
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predictable pattern that is characterized by rapid initial weight loss, followed,by a slow 
decline or plateau, with maximum loss at about 6 months, followed by a steady regain 
period until weight stabilizes slightly below baseline (Jeffiey et al., 2000). When VLCDs 
are used in conjunction with behavioral treatment, weight loss is initially twice that of 
LCDs, though over time weight loss slows considerably, and regain may be more rapid as 
well, despite implementation or a maintenance plan (Wadden, Foster, & Letizia, 1994; 
Agras, 1997). There is some evidence, however, that a variant form of behavioral 
treatment, based on decision theory, may result in a more gradual weight loss and longer 
maintenance of that loss (Sbrocco, Nedegaard, Stone, & Lewis, 1999). Recruitment of 
social support during both weight loss and maintenance stages of treatment confers some 
benefits as well, including a higher rate of treatment completion and enhanced maintenance 
of weight loss over time (Wing & Jeffiey, 1999). 
Overall, maintenance of weight loss seems to be the most pressing problem for 
those participating in treatment for obesity, and it may be affected by a variety of factors, 
including, but not limited to, physiological pressors such as adaptive thermogenisis, 
environmental factors, such as exposure to palatable foods, and psychological factors 
such as discouragement (perri, 1995). Motivational readiness, or the stage of change in 
attempts to master problematic lifestyle behaviors has also been suggested as a 
contributing factor impacting on outcome (Rossi, 1995). A 3-year study of weight control 
attempts in adult women, however, indicated that stage of change did not predict success 
in weight control (Jeffrey, French, & Rothman, 1999). According to Marlatt's (1995) 
model of relapse prevention as applied to wdght loss treatment,. other factors may be at 
work, including both positive and negative emotional states, and social influence 
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situations related to eating behaviors. On the other hand, a study by Klem,. Wing, . 
McGuire, Seagle'and Hill (1998) found no evidence that psychological distress was 
related to maintenance at one year. 
Exercise is another important component to obesity treatment that has received 
increased attention as part of the quest to enhance chances for weight loss maintenance 
(Blair, 1993; Grilo, Brownell, & Stunkard, 1993). Establishing an effective exercise )!' 
component to obesity care may be difficult, however, as according to Grilo, Brownell and 
Stunkard (1993), the world-wide dropout rate for formal exercise programs is 50%. There 
may be some hope for this situation because the old view of exercise, which included at 
minimum raising the heart rate to 70% of its potential for at least 20 minutes, three times 
a week, has recently been supplanted by a recommendation of moderate activity such as 
walking for thirty minutes on most days (Brownell, 1995b). The Surgeon General, along 
with the American College of Sports Medicine, has endorsed this recommendation 
(Miller, 1999), especially in light of associated reduction in risk factors, such as blood 
pressure, blood lipid levels, and cardio-respiratory function (Grilo et aI., 1993). The new 
recommendations are easier to follow, and result in better effects on weight loss and fat 
oxidation, as well as less attrition from practice, especially when the 30 minutes of 
activity are performed in multiple bouts of 5 minutes each (Jakicic, Winters, Lang & 
Wing, 1999). Amazingly, whether activity occurs in multiple brief burst or in sustained, 
moderate 30-minute daily practice, it still yields positive physiological effects and the 
same psychological benefits as more vigorous activity (Brownell, 1995b). 
The effects of exercise on the body are subtle but significant (Miller, 1999). This 
is illustrated by the fact that although exercise usually does not result in much weight 
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loss, lack of exercise is positively associated with weight gain (McGuire, 'Wing, Klem, 
Long & Hill, 1999). Additionally, exercise preserves lean tissue or fat-free body mass and 
enhances fat oxidation, two factors important in maintaining RMR and health (Grilo et aI., 
1993; Hill, Drougas, & Peters, 1993). Moreover, for the obese person engaging in regular 
exercise, there is no associated increase in appetite or ingestion, even though fOliileaner 
individuals, this does occur (Saris, 1995). 
When multiple attempts at weight loss have proven futile, and health risks are 
present, then the obese condition is considered to be refractory, and additional treatment 
components, including the use of pharmacotherapy, may be added to the care plan 
(Atkinson~ 1995). Typical pharmacologic agents for this use include nutrient partitioning 
drugs, such as growth hormones or anabolic steroids, appetite suppressants or anorectic 
agents, products that impact on adrenergic or serotenergic mechanisms, such as 
fenfleuramine, and products that inhibit energy absorption such as Orlistat (Bray, 1993). 
Some researchers have noted that if obesity is considered to be a chronic disease 
characterized by a disorder of energy balance, drug treatment over the long term makes 
sense as other chronic diseases including asthma, diabetes and hypertension, are treated in 
this manner (Bray, 1993; Heshka & Heymsfield, 1995). Others, however, have 
recommended that long term use of pharmacologic agents in treating obesity is warranted 
only for those individuals with highest levels of risk factors (Guy-Grand, 1993; 
Silverstone, 1993). Long term use is infrequently pursued because many states limit 
approved use to approximately 12 weeks for most drugs utilized in obesity care 
(Atkinson, 1995), though recently the Federal Drug Administration (FDA) approved 
Orlistat and Sibotramine for long term use (Anderson & Wadden, 1999). Additionally, 
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there are a number of problems associated with drug treatment including variability of 
individual response, occurrence of a plateau effect after 8 weeks to 6 months of 
continuous treatment, relapse effects when drugs are withdrawn, and a treatment 
drop-out rate of around 60% (Guy-Grand, 1993). 
Another means of treating refractory obesity includes bariatric surgery (Atkinson, 
1995; Kral, .1995). This method results in maintenance of approximately 50% of the 
baseline excess weight for 5 years in most patients (Atkinson, 1993), with some evidence 
for good results after as long as 14 years (Anderson & Wadden, 1999). Additionally, 
bariatric surgery is the only method that results in successful and long-term reversal of 
complications associated with obesity, including hypertension, diabetes mellitus, 
hyperlipidemia, and sleep apnea (Atkinson, 1995). Though these results are impressive, 
surgery is recommended only for those patients who are immediately threatened by 
serious disease due to their weight status of 100% or more overweight, BMI > 40, and 
history of failed weight loss attempts (Anderson & Wadden, 1999; Kral, 1993). 
There are currently two frequently used accepted methods ofbariatric surgery, 
including the Vertical Banded Gastroplasty (VB G) and the Gastric Bypass (Atkinson, 
1995). The VBG involves mechanical obstruction of food passage, which is achieved by 
partitioning of the stomach with vertically placed staples across the lesser curvature of 
the stomach, along with a band that allows only a one centimeter operting to the remaining 
stomach pouch for digestion (Atkinson). On the other hand, the Gastric Bypass 
procedure employs both mechanical obstruction of the stomach and rapid transit of food 
to the distal jejunum (Atkinson). This surgical procedure is accomplished by transection 
of the upper jejunum, while its distal end is pulled up to the remaining small gastric pouch 
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and anastomosed allowing only a one centimeter opening (Atkinson); 
When a patient undergoes bariatric surgery, long-term follow-up care is required as 
a variety of complications can occur, not only in the days and weeks following surgery, 
but also much later (Kra1, 1993; Kral, 1995). VBG could result in weight gain due to soft 
ca10rie syndrome or distention of the pouch for patients who continue to ingest foods 
such as potato chips, cookies, chocolate, ice cream, alcohol soda, or cheese in excess, or 
who eat larger quantities than prescribed at each meal (Kral, 1993). The gastric bypass 
procedure is also associated with some problems, including ill effects due to nutritional 
deficiencies (Kra1, 1993). Unwanted weight gain could occur following a gastric bypass 
because the body sometimes adapts to this procedure by means of increasing the length 
and thickness of villi responsible for nutrient absorption in the remaining limb of the 
intestine that receives food (Kral, 1995). Despite its superior level of weight loss and 
maintenance when compared to other treatments, surgery typically results only in 
intermediate weight loss success, and is not without its difficulties, as it places permanent 
restrictions on the patient's eating behaviors, and may require long-term use of vitamin 
and mineral supplements, as well as continued follow-up care (Atkinson, 1993). 
In sum, despite increasingly sophisticated attempts to design favorable long-term 
plans for weight loss maintenance and prevention of relapse, progress in solving this 
problem has been minimal, thus prompting the continued investigation of new 
approaches, consideration of long-term model for obesity care, and even adoption of the 
healthy lifestyles/nondieting paradigm in place of weight loss as a treatment strategy 
(Anderson & Wadden, 1999; Miller, 1999). Changing from a weight loss focus to a 
healthy lifestyles nondieting approach would be difficult, however, because replacement 
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of weight loss as an obesity treatment strategy requires a shift in thinking from~a fat 
phobic stance. to active efforts to document positive attributes of persons with a fat 
embodiment, as well as an entirely different focus for research activities (Chrisler, 1996). 
Research seems to indicate, however, that promotion of healthy lifestyle behaviors and 
attitudes may reap better long-term health outcomes for overweight or obese persons. 
A frrst step in this new direction was described by Foster (1995) with the idea 
that at the outset, the concept of reasonable weight should replace ideal or desirable 
weight in treatment planning. Additionally, rather than schedule patient consults with 
every 10% reduction in weight, Foster recommended that risks and benefits of continued 
treatment be revisited with each 5% increment. Similarly, Prentice (1995) suggested a 
modest change in treatment conceptualization with the idea that maintaining weight 
stability could be a more useful goal than striving for weight reduction for many persons. 
Continuing in the same vein, Campfield (1995) proffered the idea that the current focus 
on weight and BMI is misplaced because metabolic fitness is likely to be either 
independent or poorly correlated with these measures. On the other hand, Garner (1995a) 
suggested that patients would benefit most from counseling for the emotional implications 
of being obese in an obesogenic society, along with advise to eat healthfully and be active. 
Garner also challenged providers to focus on provision of treatment for illnesses as 
opposed to treatment for obesity (1995a). Furthermore, in keeping with a conservative 
approach to health care, Garner warned that dieting ought not be a treatment 
recommendation since its safety and efficacy have not been documented (1995b). Even 
more strident, Omichinski (1993) called the practice of prescribing food restriction for 
weight loss irresponsible, and charged providers to assess other lifestyle problems that 
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coulq.impact 011 their patient's health. Additionally, Omichinski urged providers to" . 
encourage theirpat,ients tOl take pleasure in eating and to also assume greater 
responsibility for their own health. Finally, Cogan and Ernsberger (1999) exhorted 
providers to change with their recent contention that the two factors most responsible for 
the continued practice of prescribing weight loss for obesity include selective attention 
toward thinness data, and adherence to complex, multi-faceted medical misinfonnation. 
Feminist treatment strategies for obesity. Interestingly, cautions around treatment 
for obesity were acknowledged and promoted earlier by feminist writers ,and researchers 
whose work was infonned by post-80s disillusionment with the quest for thinness, and 
energized by increased awareness of the impact of stigmatization on the lives of large 
women (Allan, 1994; Barron & Lear, 1989; Bovey, 1989; Burgard & Lyons, 1994; 
Chrisler, 1989; Chrisler, 1993; Chrisler, 1996; Ciliska, 1990; Lyons, 1989; Lyons & 
Burgard, 1990; Packer, 1989; Tenezer, 1989). Evidence that treatment for obesity was 
ineffective, as well as potentially damaging, was publicized by several of these writers, 
including Shelly Bovey, who pointed out references in the medical literature that 
documented problems associated with treatment for obesity. Two such problems were 
damage to cardiac myofibrils caused by fasting for weight loss, and atherosclerosis linked 
to weight cycling associated with failed diets (Bovey, 1989). Two yeats later, Wooley 
and Garner (1991) brought another challenge to the prevailing idea that weight loss had 
inherent benefits in an article that described other physiological and psychological costs 
associated with weight loss efforts, including disruption of hunger and satiety cues, 
incidents of binge eating, reduced resting metabolic rate, depression, poor concentration, 
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and lI,lultiple failure experiences. Similarly, nursing researcher Janet Allan (1994) described 
several difficulti~ with the prevailing biomedical model for obesity treatment. First of 
all, she noted that treatment for obesity was based on the faulty assumption that obesity 
was caused by overeating. Second, she labeled the terminology employed to describe the 
condition itself and treatment outcomes as punitive. Third, she asserted that women who 
accepted the biomedical view were likely to strive for an underweight and unattainable 
weight norm. 
Some feminist researchers and writers focused on the sociopolitical ramifications 
of treatment for obesity. Therapist and one-time weight loss counselor, Joan Chrisler 
(1989), articulated the position that counseling women for weight loss was generally 
contrary to feminist purposes. According to Chrisler, a major goal of feminism was to 
overcome the strictures and limitations placed on women's experiences by means of social 
and cultural forces aligned with patriarchy. On the other hand, she identified the goal of 
weight loss treatment as an unreasonable and unattainable body ideal, representative of 
another form of stricture on women. Moreover, Chrisler (1996) asserted that some health 
care providers have a vested interest in adhering to the belief that dieting is good advice. 
Recently, Chrisler issued a call to action for all women to work against fat phobia, fat 
oppression, and size discrimination. Similar views were expressed by others, including 
Sharlene Hesse-Biber (1991), who described the medicalization of obesitY and disordered 
eating as an effective method of social control over women, orchestrated by patriarchal 
and capitalistic forces. 
Awareness of the impact of the stigmatization of obesity on women's lives led 
some feminists to found support groups, such as Ample Opportunity, which had the 
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dual purpose of enhancing the quality .of life for large women, and provision' of public' ,'. 
education about weight (Barron & Lear, 1989). Others, including Jacklyn 'Packer (1989) 
and Pat Lyons (1989), brought attention to the powerful impact of stigmatization on large 
women's efforts to pursue fitness activities. Packer (1989) described common beliefs and 
situations that work to prevent obese women from exercising. These include faulty logic 
about the value: of diet over exercise and beauty over fitness, a powerful four-fold fear of 
ridicule, being unable to keep up, looking clumsy, or being injured, and the dearth of 
appropriate exercise clothing or money for club fees experienced by many obese women 
(1989). Lyons and Burgard (1990) worked together to develop a ground-breaking fitness 
guidebook for large women. 
According to Chrisler (1993), feminist treatment strategies are perfectly suited to 
problems associated with weight and body image because this model addresses issues 
such as gender role, beauty and powerlessness. During the past decade, several models for 
treatment that addressed health and fitness-related issues, experience of stigmatization, 
and psychological well-being of obese women were explored and developed from the 
feminist perspective (Ciliska, 1990; Tenezer, 1989). In general, these are relational and 
psychoeducational approaches to treatment that utilize a group format. 
Susan Tenzer (1989) established a nondieting approach to treatment for obese 
women that was based on her experience as a therapist for women with eating disorders, 
as well as her personal experiences with obesity. Her formulation for a group treatment 
program, Fat Acceptance Therapy, featured psychoeducation on the physiology of 
obesity along with frank discussions conceining the impact of discrimination on daily life, 
self-image and self-esteem. Additionally, group members were encouraged to develop 
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plans and actions for addressing issues of consumer rights, social disapproval, '·11 
relationships, and self-care (1989). Another nondieting approach was articulated in a 
detailed treatment manual deVeloped by nurse Donna Ciliska (1990). This 
psychoeducational group treatment program utilized cognitive-behavioral techniques over 
the course of 12 weeks. According to Ciliska, its three-fold purpose was to re-establish 
normal eating patterns, build self-esteem, and improve the body-image of chronically 
obese women. Specific content areas addressed over the course of treatment included 
psychoeducation on cultural and media pressures for thinness, impact of dieting on mood 
and eating behavior, impact of dieting on metabolism, re-establishment of normal eating 
patterns, strategies for realistic self-improvement, exploration of health risks associated 
with obesity, and issues related to body image and self-esteem (Ciliska, 1990). These 
two early treatment programs laid the foundation for treatment protocols currently 
employed by new paradigm theorists working with obese women. 
Continuing in the nondiet tradition, rather than continue the pursuit of weight loss 
in any form, current new paradigm treatment providers encourage women to enter 
treatment in order to gain improvements in health measures and self-view (Davis, 2001; 
Lyons & Miller, 1999). Two important ideas provide support for the paradigm. First, the 
continued lack of empirical evidence for positive long-term outcomes for weight loss 
treatment is viewed as reason to eschew prescription of such treatment (Burgard, 2001). 
Second, body image may be damaged by continuing messages to reduce or change (Ariole 
& Kleinman, 2001). Treatment aligned with new paradigm ideas requires a subtle semantic 
shift so that rather than encourage women to control out-of-control bodies, therapists 
encourage women to be in charge of their own health (Ariole). Another important aspect 
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of current treatment programs includes recognition of the need for individualized care, 
even though most programs utilize group format (Erdman, 2001). Specifically, providers 
are encouraged to avoid the assumption that a particular woman is seeking treatment due 
to her weight, and to view her as an individual with unique physical, emotional, 
psychological, and spiritual needs (Erdman). 
Women seeking treatment with new paradigm providers present with a variety of 
difficulties. Those struggling with binge eating episodes or compulsive eating may 
actually be experiencing conflicts around issues of entitlement, according to Hirschmann 
and Munter (2001). According to the viewpoint of feminist therapists practicing in the 
psychoanalytic relational and anti-diet mode, women with extensive diet histories may 
present with a sense of dissociation from or alienation towards their bodies, inability to 
nurture themselves, and detachment from bodily signals (Bloom, Kozel & Zaphiropoulos, 
2001). A common set of difficulties frequently evident to Body Balance therapists when 
a woman enters treatment includes experiences of shame, anger, grief, loss, along with 
difficulties being assertive, managing relationships, and maintaining appropriate 
boundaries (Feibish, Mennuti, & Tropea, 2001). According to Burgard, however, one of 
the most pressing problems is that obese women typically lack appropriate self-defense 
skills for managing life in an obesogeneic and hostile culture (2001). 
Sesan (1998) developed a four-phase, twelve week treatment protocol specifically 
designed for large women who binge or eat compulsively. According to Sesan's model, 
the first phase of treatment consists of sharing testimony about what it is like to live in a 
culture that devalues large size in women, and has the purpose of creating a sense of 
shared reality and group membership. During the second phase of treatment, a variety of 
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media sources are employed to generate opportunity for participants to experience, 
examine and challenge current cultural views on body size and shape. With a sense of 
unity in place and consciousness raised, participants enter the third phase of treatment. 
This phase is actually a multileveled program comprised of eating awareness training, 
Cognitive Behavioral Therapy (CBT) for body image, affect management training, and 
psycho education on the physiology of hunger, satiety, stress, and emotional eating. 
Finally, treatment concludes with an intense and focused examination of mother-daughter 
relationships, which Sesan views as central to development of body image, personal 
relationships, and food experiences. 
- Another treatment protocol, Body Balance: An Alternative for Large Women, was 
recently developed at an internationally renowned eating disorders treatment facility, The 
Renfrew Center (Feibish, Mennuti, & Tropea, 2001). Based on an intensive outpatient 
model for care, the program meets four hours, once weekly. Components and design of 
the program work together to create a therapeutic milieu that is similar to a college or 
adult education class taught in the experiential mode. Each group meeting follows a 
predictable pattern, moving from psychoeducation to psychotherapy, physical activity 
and concluding with a community social. Each evening session begins with a didactic 
component focused on self-care. Next, group members participate in relational group 
therapy in order to process and explore issues arising from informatio'n presented in the 
didactic component. When the group session concludes, participants process information 
and work through problems at the physical level by engaging in movement/dance 
component as a community. Each therapeutic evening concludes· with a communal meal in 
order to promote relational bonds between group members and provide them with a 
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positive, healthful,nonshaming eating experienceJPtiibish, Mennuti and Tropea ~200 1) ~. 
describe typical treatment outcomes as successful in that participants typically increase 
their level of self-care and exhibit enhanced motivation to make positive lifestyle changes 
for healthful living. 
Issues addressed in currently practiced new paradigm treatment programs are 
quite similar to those of earlier programs, even though the treatment protocols are more 
complex and have multiple components. For example, acknowledgment and exploration of 
problems caused by cultural attitudes, including stigmatization of obesity remains central 
to treatment. Similarly, focus on self and size acceptance, and re-establishment of normal 
eating patterns, as opposed to restrictive dieting remain essential to treatment. One 
important advance in treatment, however, is that the new paradigm seems to be gaining 
more mainstream acceptance, especially considering the recent endorsement provided by a 
major eating disorders treatment facility, the Renfrew Center (Davis, 2001). This 
endorsement serves to validate the enormous difficulties continually faced by obese 
women in our society. 
Stigmatization of Obese Persons 
What is stigmatization? Lippmann (1922) asserted that humans inherently create 
representations of the world that, in tum, determine feelings, thoughts, and actions. 
Moreover, he suggested that what we experience is influenced by our personal system of 
stereotypes, rather than by pure reality. Thfough this form of perception, a particular 
character is imposed on the available data so that our attention and intentions are diverted 
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solely to information that supports our a priori view. The very human practice of, ':, 
stereotyping leads to stigma, however, when an individual has a condition that is ' 
culturally undesirable, especially if the condition is visible (Goffman, 1963). Any 
condition that degrades ~ individual could become a stigma and ultimately impact on 
daily social interactions (Farina, Allen, & Saul, 1968). Crandall and Martinez (1996) 
contend that the attributions of control over or responsibility for a condition are a major 
determinant of whether or not a particular stigma triggers prejudice or discriminatory 
behavior. Walker (1996), on the other hand, defined stigmatization as a form of cognitive 
categorization that affects an individual to the degree that the stigmatized component is 
central to his or her self-concept. 
According to Goffman (1963) there are three major categories of stigma: tribal 
stigma, abominations of the body, and blemishes of individual character. According to this 
model, it is possible that obese persons could be stigmatized in two categories: the bodily 
stigma and character stigma. This is because our cultural values include both an ideology 
of blame, where individuals are believed to be responsible for their unfortunate conditions, 
and an abhorrence for body fat (Crandall, 1994; Crandall & Martinez, 1996). Moreover, 
obese persons in our culture experience stigmatization that may be lifelong, resulting in 
repeated experiences of prejudice and discrimination (Cash, 1990). 
Unique aspects of us. cultural values related to obesity stigma and their impact 
on the life experiences of obese women. According to Crandall (1994), prejudice against 
obese persons in our culture is symbolic because it reinforces our mainstream world view, 
which includes endorsement of the Protestant work ethic, belief in ajust world, 
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self ... detennination, and the idea that people get what they deserve. Specifically, fatholds 
a negative cultural value as it is viewed as being ugly and unhealthy (Stunkard & Sobal, 
1995). Consequently, social pressure to suppress behavior associated with prejudice 
toward obesity is markedly lacking in American society (Crandall, 1994). 
Stigma carries consequences for social situations such that the target may feel as 
though interactions with others involve tension, uneasiness, and a sense of reduced 
privacy, while their actions may be misinterpreted by others (Goffinan, 1963). According 
to the National Education Association (NEA, 1999), obese children experience ostracism 
and troublesome interactions with peers, teachers, and other school staff members. Over 
the course of development, negative messages about one's body and self could result in 
body image disparagement and low general self-perception (Stunkard & Sobal, 1995). 
Obese persons may fail to pursue health related social behaviors, such as exercise, dance, 
sports, or other activities out of fear of ridicule or rejection (packer, 1989). Moreover, 
obese persons may even fear or avoid necessary medical care because of a history of 
humiliating or unpleasant encounters with medical professionals (McAfee, 1997a). 
Stigmatization of obesity and its social consequences can be muted or changed in 
some circumstances. For instance, several studies have illustrated the fact that when 
obesity is viewed as being the consequence of a medical condition, or when control over, 
or responsibility for, the condition is not viewed as being under the obese person's 
power, attributions about and actions toward the obese are more favorable (Crandall & 
Martinez, 1996; Dejong, 1993). In a study conducted by Dejong (1993), high school girls 
viewed a video of an obese or nonobese peer engaged in a game,.displaying either above 
average or below average skill. Participants were either told that the obese girl's condition 
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was glandular, or given no 'reason for her condition. The obese target was rated as being 
highly self indulgent and poorly disciplined regardless of her actual performance, except 
when subjects were told her condition was glandular (1993). Researchers Crandall and 
Martinez (1996) compared the responses of university students from either Mexico or 
the United States on a multicomponent questionnaire that examined attitudes toward fat 
and sociopolitical viewpoints. Results indicated that Mexicans expressed less antifat 
prejudice and were also less likely to view weight as being under the control or 
responsibility of the obese person. 
Future directions for reducing the obesity stigma and its effects. Allison (1998) 
described how individuals who are SUbjected to stigmatization, prejudice, and 
discrimination may also experience related mental and physical health effects. According 
to his model, variations in an individual's level of identity development or self-schema 
related to his or her membership in an oppressed social category, along with situational 
factors and attributions the individual makes about his or her experiences of unfair 
treatment mediate these potential stress experiences and outcomes. Similarly, Quinn and 
Crocker (1998) found that some women are more vulnerable, or less resilient than others 
to overweight stigma-related incidents, and may experience reduced psychological 
j 
well-being as a result. In particular, women who base their self-regard on the opinions of 
others, dislike overweight, hold conservative views, and believe that weight is 
controllable, were found to be the most vulnerable. Interestingly, they also found that 
European women were more likely than African American women to be at risk for 
psychological consequenc,es related to weight stigma. On the other hand, Quinn and 
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Crocker assert that although resilient women also experience discomfort due to stigma-
related events, their coping resources for dealing with rejection are greater. Finally, Quinn 
and Crocker hypothesize that resilient women are more likely to adhere to the idea that 
weight is not controllable, less likely to have internalized negative stereotypes about 
overweight, and seldom base their self-regard on the opinions of others. 
Social valueJor, and actions on, the obesity stigma could be reduced in several 
ways. One idea would be to promote tolerance by encouraging people to examine their 
assumptions and opinions in order to realize the limiting nature of belief systems and 
more fully appreciate the plight of the other (Lippmann, 1922). Another intervention 
might be to provide public service education that targets useful aspects of American 
ideology and actively refutes negative aspects (Quinn & Crocker, 1999). Yet another 
method would be to provide encouragement for obese persons to actively confront 
stigmatization, prejudice and discrimination (Sobal, 1991). 
Several studies provide support for the idea that psycho educational messages 
impact the effects or experience of obesity stigma (Crandall, 1994; Dejong, 1993; Quinn 
& Crocker, 1999). Quinn and Crocker (1999) studied the impact of priming either the 
Protestant Work Ethic (PE) ideology or an inclusive, egalitarian ideology on the 
psychological well-being of women. Results indicated that endorsement of the PE was a 
vulnerability factor for reduced psychological well-being in overweight women, and better 
well-being in normal weight women. On the other hand, all women were positively 
effected by the egalitarian prime. When Crandall (1994) provided a persuasive message 
about the effects of metabolism and genetics on weight or an unrelated message to college 
students, those in the pers:uade condition were found to have lower anti-fat attitudes 
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following the intervention. According to Crandall (1994), the results indicate that: ' 
changing beliefs about discipline and self-control as factors associated with obesity 
reduces antfat attitudes (1994). Finally, Dejong's (1993) finding that informing viewers 
that a girl's obesity was caused by a medical condition improved the accuracy of 
performance ratings suggests the malleability of attitudes toward stigmatized persons. 
Active response to injustice is an important component of mental and physical 
well being for persons who perceive themselves to be such targets (Williams,Yu, & 
Jackson, 1997). Stunkard and Sobal (1995) issued a challenge to the scientific community 
to begin to devise and activate plans to ameliorate the unnecessary suffering endured by 
obese persons due to societal values. A method with promise for reducing the impact of 
obesity stigma involves a program of planned responding by either an individual or by 
groups of affected persons (NEA, 1999). Sobal (1991) designed a detailed four-level 
model, based on principles of empowerment, to address this purpose. 
According to Sobal' s (1991) model, the first task in combating stigma is for the 
stigmatized individual or group to recognize the presence of the stigma. Scientists, 
sociologists, therapists and interest groups or individuals could provide opportunities to 
address these issues in a public education, small group, or individualized format. Indeed, 
this first component is similar to the initial phase of feminist treatment protocols for 
f 
obesity (Ciliska, 1990; Sesan, 1998; Tenezer, 1989). Sobal's second level of responding, 
readiness, involves anticipation of difficulties, planning and enacting specific responses to 
stigma-related event, and prevention through exposure control. Through practice at this 
level individuals or groups gain experience necessary for Sobal's third level, reaction, 
which requires development of action plans for short-term and long-term coping with 
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stigmatization. Finally, in Sobal's repair stage, individuals and groups plan specific tactics 
for the repair of damages related to stigmatizing acts, including restitution and social 
reform. 
Increasingly, formalized treatment programs, such as Body Balance, designed to 
help obese women heal from the negative effects of stigmatization, and based on a 
feminist-empowerment model, are finding strong organizational support (Davis, 2001). 
Additionally, actions by fat acceptance advocacy groups such as NAAF A, have served to 
raise public consciousness to the problem of obesity stigma (Stunkard & Sobal, 1995). 
Continued progress in this venue will help to insure that our obese minority will be more 
likely to enjoy satisfying participation in the social acts of daily living in community. 
Physiological and Psychological Characteristics Associated with Obesity 
Two broad categories of characteristics associated with obesity that have been 
explored in research include the physiological and psychological attributes of large 
persons. Although the physiology of obese persons has been studied extensively, current 
knowledge is still incomplete. Three aspects of physiology related to obesity, including 
evidence for genetic influences on obesity, gestational influences on body fat, and 
J 
physiological function related to distribution of body fat will be briefly reviewed below. 
Psychological factors potentially related to obesity, including attempts to formulate a 
psychological typeology of obese persons, psychosocial difficulties common to obese 
persons, and evidence for comorbidity of Axis I disorders with obesity will also be 
discussed. 
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Physiological characteristics of obese persons: The genetic contribution: As noted 
by Meyer and Stunkard (1993), genetic factors determine who might become obese, while 
environmental factors contribute the necessary conditions for the phenotype to emerge. 
Generally, they suggest heritability estimates indicate that genes are responsible for about 
half of the phenotypic variation in obese persons. Nuclear family studies were the first 
type of investigation to track evidence that obesity is a familial disorder, but twin studies 
and adoption studies have been used to establish the presence of genetic influences on 
obesity. Stunkard, Foch, and Hrubec (1986) analyzed data from a large twin register and 
found that genetic factors contribute substantially to human fatness. Moreover, because 
their investigation spanned a quarter of a century, they were able to confirm that these 
effects were stable through adulthood. Similarly, a clear relation between the weight of 
adoptees and the BMl oftheir biological parents was uncovered through examination of 
540 Danish adoptees. Results indicated that when both biological parents are obese, 
approximately 80% of their offspring will become obese, while only 14% of the offspring 
of non obese parents develop obesity. Additionally, environmental factors were not 
found to playa discernible role in development of obesity, nor was there any evidence for 
a relationship between weight of adoptees and weight of their adoptive parents. 
Laboratory research since the 1950s has focused on the presence and function of 
1 
specific gene sequences thought to influence weight variation in animals (Andrews, 1996). 
Recently, studies of the obesity gene responsible for production ofthe weight-regulating 
protein hormone leptin confmned that its receptor sites are mainly in the choroid plexus, 
thus it is both likely to influence hypothalaffiic nuclei, and be subject to gestational 
influences impacting brain development. Degree of secretion of the leptin molecule, which 
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is influential on various neuroendocrine systems, is determined by the proportion of, 
adipose tissue mass (Rosenbaum & Leibel, 1999). Although studies revealed that a 
mutation of the gene and defective leptin was present in obese mice, the situation for 
humans differs. High levels of leptin in adipose tissue, and a four-fold increase in blood 
levels of the hormone was found in obese persons, but not in normal weight persons, 
leading researchers to develop the leptin insensitivity hypothesis of human obesity. 
Hyperphagia, obesity, hypometabolism, increased glucocorticoid blood levels, and 
susceptibility to diabetes may develop due to genetic predisposition to leptin resistance 
or deficiency (Rosenbaum). 
Impact of maternal nutrition. Besides the direct genetic components that determine 
adult body weight, researchers have discovered that nutritional status of the mother 
during gestation may also be influential (Ravelli, Stein, & Susser, 1976). An historical 
cohort study examined the effects of the Dutch Hungerwinter, an acute 6-month period of 
famine caused by Nazi occupation of the Western Netherlands, on offspring of women 
who endured the famine during pregnancy. When famine was experienced during the last 
trimester of pregnancy or through the first 3 to 5 months following birth, offspring had a 
much lower incidence of obesity than controls, regardless of refeeding after famine 
" conditions resolved. On the other hand, mothers who experienced the famine during the 
first and second trimester of pregnancy, gave birth to offspring who exhibited high rates 
of obesity during adulthood. Since that study, other researchers have hypothesized that 
undernutrition during the first and second tnmester may lead either to expression of a 
thrifty phenotype for metabolism, or to differing function of brain centers for appetite 
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control (Begley, 1999). Additionally, findings of a recent re-examination birth data from 
the Dutch Hungerwinter and surviving male and female adults and controls born either one 
year before or one year after the famine period indicate that the long-term outcome of 
maternal malnutrition is different for men and women (Ravelli, van der Meulen, Osmond, 
Barker, & Blecker, 1999). Results indicated that maternal malnutrition early in gestation 
was found to be associated with increased intra-abdominal fat stores, expressed as larger 
waist circumference and greater BMl for women age 50, but not for men or unexposed 
participants. Ravelli et ai. (1999) hypothesized that these differences in weight and shape 
could represent permanent adaptations in central regulatory mechanisms. 
Location of adipose tissue deposits. According to Bjorntorp (1985), despite the 
fact that prospective epidemiologic studies generally reveal only a weak association 
between obesity and heart disease, the presence of even mild abdominal obesity indicates 
clear and elevated risk for heart disease, stroke, and death. This may be because waist, 
flank, and abdominal fat is more metabolically active than thigh or buttock fat (Davis et 
aI., 1999; Obesity Subcommittee, 1999). Recently, researchers found that abdominal 
adipose tissue deposits produce proinflammatiory cytokine interleukin 6, which is 
released into the bloodstream, triggering the production of acute-phase C-reactive protein 
(CRP) by the liver (Visser, Bouter, McQuillan, Wener, & Harris, 199'9). Elevated levels of 
CRP result in a state of low-grade systemic inflammation in overweight and obese 
persons that may be predictive of future coronary heart disease. Specifically, Visser et ai. 
(1999) found that BMl is associated with clinically raised CRP levels in women. 
Other different physiological effects may be found due to central obesity as 
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opposed to peripheral obesity (Davis, et aI., 1999). Deposits of adipose tissue that are 
located mainly in the abdominal region are considered to be characteristic of central, or 
android pattern obesity. When adipose ~issue is distributed in peripheral regions, 
including the hips, thighs and extremities, the condition is characterized as peripheral or 
gynoid pattern obesity. Results of a study of premenopausal women with BMI > 28, and 
classified as either centrally or peripherally obese, revealed differential responding to two 
stressors, a forehead cold pressor and a speech task. Central obesity was associated with 
higher levels of anxiety, anger and depression, as well as increases in diastolic blood 
pressure and total peripheral response. In other words, these women were high in 
vascular reactivity regardless of the task. On the other hand, women with peripherally 
located fat deposits nondiscriminantly responded to stress with increased cardiac output. 
Psychological correlates of obesity: Early psychiatric viewpoints. Writing for the 
New York Academy of Medicine in 1948, psychiatrist Hilde Brusch described the 
psychological aspects of being obese as a preoccupation with weight and appearance that 
leads to avoidance of social contact out of fear of humiliation. Many obese persons, 
particularly those who come to medical attention, may experience these feelings. 
Additionally, Brusch claimed that although many obese persons blame their personal 
problems on their obesity and are unmotivated to change their physiological state, they 
also derive some emotional meaning and security through their obesity. Furthermore, 
Brusch asserted that obese persons view food as an inordinately positive source of 
security and affirmation, while they associate physical activity with a sense of threat. 
She characterized the families of obese persons as being small in size, with dominant 
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mother figures and subordinate fathers, and even suggested that mothers overfed their 
children in an attempt to vicariously live out their own frustrated fantasies of the easy 
life. As a result of this family configuration, Brusch claimed that obese persons were 
likely to develop personality characteristics such as low self-esteem, helplessness, 
dependency, and demandingness. 
The ideas expressed by Brusch (1948) are congruent with the psychosomatic 
theory of obesity that developed between 1930 and ·1950 (Allison & Heshka, 1993a). 
One of the key ideas relevant to this theory was that obese persons became fixated at the 
oral stage of development due to deficient parenting or unresolved conflict, and as a result 
they were likely to engage in compensatory or emotional eating and become corpulent. 
According to Allison and Heshka, however, the research used to support the 
psychosomatic theory is flawed, and support for the idea that emotional eating leads to 
obesity is scant. Conversely, current views on the psychological correlates of obesity are 
much more complex, and are rooted in a biopsychosocial model that acknowledges the 
heterogeneity of obesity (Allison & Heshka, 1993b). 
Empirical studies: Relationship of obesity to psychopathology. Lower 
socioeconomic status correlates with obesity in the Westernized world, while the 
J 
relationship is reversed in traditional societies (Henderson, 1992). Statistical evidence for 
this association emerged when data from the Midtown Manhattan Study was reanalyzed 
in an effort to discern the relationship between obesity and mental health (Moore, 
Stunkard, & Srole, 1962). Unexpectedly, another discovery was made: the data revealed 
that obesity was seven times more frequent in women of low socioeconomic status than 
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those of high status. In terms of mental health effects, however, incidence of anxiety and 
depression were similar for obese and nonobese persons (Friedman & Brownell, 1995), 
while degree of immaturity, suspiciousness, and rigidity were found to be significantly 
higher in obese persons. Among obese women, however, those with early onset obesity 
are likely to experience increased incidence of depressive and anxious symptoms, as well 
as more frequent episodes of overeating or binge eating in response to experiences 
triggering negative affect (McCrone, Dennis, Tomoyasu, & Carroll, 2000). 
Numerous attempts have been made to uncover a psychopathological profile for 
obese persons, most often through use of the Minnesota Multiphasic Personality Test 
(MMPI) as the evaluative tool (Wadden & Stunkard, 1987). Frequently, however, these 
studies did not include appropriate control groups (Wadden & Stunkard), or they 
included only patients who were actively seeking surgical intervention to treat their 
massive obesity (Allison & Heshka, 1993b). Most importantly, although 10 of the 
MMPI-based studies of obese subjects found elevations for depressive symptoms, and 
other studies revealed subclinical elevations on hypochondriasis, hysteria or impulsivity, 
it is thought that these results may represent an overstatement of obesity-related 
psychopathology (Wadden & Stunkard), especially because other research indicates that 
all persons seeking surgery produce similar MMPI profiles (Swenson, Pearson & 
Osbourne, 1973). 
Whether or not an obese person has sought professional treatment for their 
obesity is an important clinical indicator for psychological disorders, however 
(Fitzgibbon, Stolley & Kirschenbaum, 1993; Higgs et aI., 1997).- When three matched 
groups of obese treatment .seekers, obese non-treatment seekers, and nonobese controls 
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were compared on measures of psychopathology and eating patterns, results indicated' 
that obese trea1ment.;..seekers reported more psychopathology and more frequent incidents 
of binge eating than either obese nontreatment seekers or nonobese controls (Fitzgibbons, 
et aI, 1993). Additionally, the level of treatment sought may be indicative of differing 
degrees of psychological distress (Higgs et al., 1997). Obese persons seeking medical 
intervention for their obesity were compared with those attending Weight Watchers. 
Thee specific aspects of psychological function were considered, including level of 
distress and psychopathology, binge eating, and locus of control. Results suggest that 
individuals seeking medical intervention experience significantly higher levels of distress 
than those seeking treatment in a community group setting. In terms of binge eating, there 
were no between-group differences that were significant, though individuals who reported 
binge eating also reported more symptoms of depression and experienced more anxiety 
than others. Additionally, both groups exhibited an internal control orientation, which 
researchers hypothesized could lead to more self-blaming and contribute to depressive 
symptoms in persons seeking medical intervention for their obesity. 
Typeology for obeSity. Although many investigators have attempted to derive a 
typeology of obesity, some based on personality variables, and others on behavioral, 
weight, or dietary variables, according to Allison and Heshka (1993b), few researchers 
have employed empirical methodology. Attempting to address this problem, cluster 
analysis was utilized by Allison and Heshka (1993a) to evaluate obese outpatients on the 
basis of their MMPI scores along with several physiological variables. The resulting 
empirically derived typeology included three basic classifications, including the Android 
Type, Gynoid Type, and Morbid Obese Type. Android types were characterized as 
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responding to the MMPI in a masculinized manner, having a high waist-to-hip ratio or 
masculinized shape, an adverse serum lipid profile, and lacking in physical fitness. 
Gynoid types were characterized as responding to the MMPI in a traditional feminine 
pattern, had a lower waist-to-hip ratio, and better overall health. Allison and Heshka's 
third type, the Morbid Obese, was associated with signs of physiological and 
psychological stress, though interestingly, no clear pattern of cardiovascular risk was 
evident for this group. Similarly, results from a population study in Sweden found 
android fat deposits to be predictive of increased incidence of somatic and mental 
disorders, accident proneness, and increased use of alcohol, tobacco, antidepressants and 
tranquilizers (Lapidus, Bengtsson, Hallstrom, & Bjorntorp, 1989). 
Attempting to provide cross-validation for their findings by conducting a 
constructive replication of their previous study, Allison and Heshka (1993b) recruited 
subjects from NAAF A membership roles instead of utilizing obese persons seeking 
treatment in hospital based clinics. Twelve biological and twelve psychological 
components were examined. Two types emerged from the study, including Early 
OnsetIFamilial Obesity and Late Onset Obesity. Specifically, persons in the Early Onset 
category tended to be more obese, lead more active lives, and restrict calories more 
frequently, while those in the Late Onset category were characterized as being settled 
~ 
down, having a tendency toward substance abuse, likely to engage in rught eating, and 
more likely to have diabetes. Additionally, members of both categories of obesity were 
dissatisfied with their bodies to about the same degree. Other recent research has 
confirmed that most obese women experience body image dissatisfaction, and are 
especially dissatisfied with their waist and abdominal regions (Sarwer, Wadden, & Foster, 
Large Women and Health Care 87 
1998). Regardless of whether a large woman is characterized as having Early or Late 
Onset obesity, her need for-,regular health care and health screening is very important, 
especially in light of the various health risk factors associated with her obesity. 
Subclinical syndrome, lifestyle and depression associated with obesity. Clinj.cians 
and researchers hav.e postulated a link between obesity and psychopathology, but have 
isolated little solid evidence for a truly preqictable relationship (Friedman & Brownell, 
1995). Rather, it seems that many obese persons suffer from subclinical levels of distress 
related to their obesity, and information from clinical impressions and case reports 
suggest a need for a risk-factors model to discern conditions, situations, and individual 
profiles for those obese persons most likely to suffer psychological distress. 
Accordingly, a meta-analysis of existing studies was used to develop a model that 
includes individual, societal, weight, eating and cognitive factors that could predispose an 
obese person to psychological distress. The most potent components contributing to risk 
for psychopathology associated with obesity were found to be gender, degree of obesity, 
age, acceptance of the societal value for thinness in women, personal history of being 
teased or experiences of discrimination, history of weight cycling, binge eating or dietary 
restraint, low self-concept and dissatisfaction with one's body. 
According to analysis ofa large data set by Kuskowski-Wolk' and Rossiter (1990), 
obese persons are more likely than others to live relatively secluded lives. They found 
significant differences between obese persons and nonobese persons on several aspects of 
social life. For example, obese persons were more likely to live alone, have less contact 
with peers, eat fewer meals in restaurants, participate in adult learning less frequently, 
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and engage in less activity during leisure time than nonobese persons. Contrarily, in· '. ; 
another study, no differences were found between 77 obese and 78 nonobese women on 
measures of social avoidance, social self-esteem, social competence, social support, or 
involvement in social activities (Miller, Rothblum, Brand & Felicio, 1995). Regardless of 
the study format, Wadden and Stunkard's (1987) idea that being obese in an obesogenic 
society is the most likely the source of psychological distress or disturbance for obese 
persons is a reasonable hypothesis given results of studies to date. 
Since epidemiological studies are indicative of an association between physical 
health and psychiatric conditions, and obesity is an increasingly prevalent health risk, 
researchers have continued to try to identifY and delineate any association between 
obesity and psychopathology (Carpenter, Hasin, Allison, & Faith, 2000). To this end, a 
large study of the US general household population was conducted using Diagnostic and 
Statistical Manual, Fourth Edition (DSM-IV) criteria. A significant association between 
diagnosis of major depression and BMI was found. Regardless of race, obese women were 
37% more likely to receive a diagnosis of depression, and with each 10-unit increase in 
BMI, they were 22% more likely to have experienced suicidal ideation or attempts during 
the previous year. Similarly, in an earlier study utilizing DSM-III criteria for bulimia, 
researchers Telch, Agras, and Rossiter (1988) found that binge eating by obese women 
was also significantly more prevalent as weight increased. 
Body shame and obesity. Obese women are likely to experience other negative 
affective states besides depression. The affective experience of shame, which is a 
combination of negative self-evaluations and heightened awareness of the potential for 
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social exposl!fe, may be experienced by obese women, especially under circumstances 
where body exposure is likely (Fredrickson, Roberts, Noll, Quinn & Twenge, 1998). 
Recent research indicates that obese women who accept and adopt an obserVer's 
perspective on their physical self, as women are socialized to do in Western culture, are 
most likely to experience bodily shame, especially as BMI increases (Fredrickson et aI., 
1998). According to McKinley (1999), bodily shame and global feelings of negativity 
about the self are related to the degree to which a woman has internalized cultural 
standards for slenderness in women. These involve the practice of surveillance, 01' viewing 
the self as one imagines that critical others do. Women caught in this syndrome of self-
objectification and resultant bodily shame are also likely to engage in dietary restraint, 
exhibit lowered mental performance, inattention, and derive less satisfaction from work 
tasks. 
While trying on a swimsuit in private, women high in self-objectification 
displayed decreased mental efficiency as evidenced by their poorer performance on 
simple math tasks (Fredrickson, et al., 1998). Optimal experience, or flow, which is 
characterized by both decreased awareness of internal bodily states, and increased 
positive affect, focused attention and cognitive efficiency (Csikszentmihalyi, 1990), may 
be reduced because of the cognitive load associated with self objectification (Fredrickson, 
et aI., 1998). According to Huebner and Fredrickson (1999), women are vulnerable to the 
negative impact of self-objectification as they report more observer imagery than men, 
and also experience increased shame, anxiety and negative affect in relation to these 
experiences. Some situations are more likely to trigger self-objectification in women, 
especially those circumstances where bodily exposure is an element (Fredrickson et aI., 
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1998; Huebner & Fredrickson, 1999). 
According to Nathanson (1992), social relationships are impacted significantly 
whenever the shame affect is activated. Similarly, Schore (1994) views the experience of 
shame as an important and potent modulator of interpersonal transactions with distinct 
physiological consequences, including elevated corticosteroid levels. Moreover, Schore 
suggests that one of the psychological correlates of shame includes withdrawal, in part, as 
a self-protective measure against anticipated boundary violation. The intensity and 
duration of the shaming experience influences the degree to which the individual will seek 
safety by engaging in varying degrees of withdrawal, from a momentary drop in eye gaze 
to avoidance of shame-inducing situations, depression, or social isolation (Nathanson, 
1992). Invariably, the individual will entertain, at least momentarily, the hope for 
invisibility . 
The potential for shaming experiences is heightened in individuals who tend 
toward self-assessment that is in accordance with the assessments of others (Nathanson, 
1992). Over time, repeated shame experiences may lead to cognitive and behavioral 
changes including the sense of a defective self and intensified efforts at shame avoidance. 
According to Tomkins (1962), even recollection of past humiliation may be potent 
enough to trigger the physiological and psychological correlates of the shame affect. 
When the individual's belief in an inferior self is well established because of a history of 
shaming experiences, there is a likelihood that he or she will attempt to counteract this 
potent emotion (Tomkins, 1963). One typical method for shame reduction includes 
employment of a powerful self-contempt schema that actively rejects the part of the self 
associated with shame (1963). Obese women's typical experience of body dissatisfaction 
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(Sarweretal.,,1998) could be associated with both feelings of body shame and behaviors I 
associated with shame experiences, .including withdrawal and avoidance of shame-inducing 
situations (Nathanson, 1992). 
In sum, shame and its behavioral and psychological correlates may be activated by 
an event or by thoughts about one's self (Lewis, 1992). When shame is activated by an 
event, it is not the event that causes the shaming, but rather one's interpretation of the 
situation surrounding the event (Lewis). Three specific self-conscious patterns are 
required for shame to occur: awareness of a set of standards, rules, or goals for behavior, 
evaluation of the self in relation to those standards, and attributions of the self (Lewis). 
Intense pain, discomfort and anger at having been shamed, along with the cognition that 
one is inadequate or unworthy, work together to initiate social withdrawal and inhibit any 
other ongoing thoughts and activities. Lewis asserts that because females are more likely 
to make global attributions of failure than males, they are more vulnerable to the shame 
affect. 
According to Silberstein and colleagues (1987), women who perceive themselves 
as being outside of the societal norm in terms of their body size are likely to experience 
shame. Similarly, Tomkins (1963) suggests that feelings about the body, especially feeling 
unattractive, trigger bodily shame. Obese women may be at risk for experiencing shame 
whenever they participate in an activity that has potential for bodily exposure 
(Fredrickson et aI., 1998). According to this model, they may also be at risk for 
problematic behavior associated with attempts to reduce the potency of this powerful 
negative affect, or to avoid it altogether. For example, obese women may experience the 
medical encounter as a situation with particular potential for shame experiences, and as a 
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result may avoid or delay care. This could be because regular medical visits are a 
necessary activity that may carry high risk for shame for all patients (Lazare, 1987). 
Lazare suggests this is because physical and psychological exposure inherent in the 
typical medical encounter, combined with most patient's tendency to view their disorders 
as defects or shortcomings, combine to create the potential for shame. Furthennore, he 
claims that patients may respond to shame by avoiding the doctor's office or withholding 
information during examination. 
Medical Care and Obese Women 
Different attitudes toward obese women seeking medical care. Physicians prefer 
caring for male patients over female patients, and prefer healthier patients over those with 
chronic disorders or serious medical problems (Hall, Epstein, Diantis & McNeil, 1993). 
In fact, physicians spend more time on regular physical exams for healthy males than for 
females (Bertakis, Callahan, Helms, Azari & Robbins, 1993). Additionally, physicians 
exhibit higher levels of anxiety and frustration, along with reduced interest and satisfaction 
when dealing with either lower class patients or those with psychosocial difficulties 
(Dungal, 1978). According to Held and Xu (2001), physicians tend to prescribe more 
testing procedures for obese patients but spend reduced time with th6se patients as well. 
Similarly, physicians generally do not discuss treatment effects when patients are either 
low income or uneducated (Bertakis et aI., 1993). 
Hall and Roter's (1995) observational study of 648 routine medical visits to 69 
internal medicine or family physicians in the Greater Baltimore area employed use of 
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questl.btlIlaires as well as audio tapes to examine patient gender in relation to several 
aspects of physician-patient communication, and patient satisfaction. Results indicated 
that physicians were likely to answer women's medical queries simplistically, with vocal 
quality that was rated as indicating boredom. Additionally, physicians' awareness of 
aspects of patient satisfaction were significantly more developed in relation to their male 
patients than to female patients. Taken together, these differences could impact on obese 
women's health care because obesity isa chronic health problem with risk for health 
complications, is associated with lower socioeconomic status, and is frequently viewed as 
a psychosocial problem. 
A physician 's negative view of a patient's fatness impacts on treatment (Verner, 
Krupka, & Gerard, 1982; Wright, 1998). Specifically, patients are apt to perceive 
physicians' conscious and unconscious aversion to their physical attributes (Verner et al., 
1982). Besides the clues for deception available through eye contact and tone of voice, 
body movements, posturing of feet, legs, hands, or arms may leak cues signaling prejudice 
(Ekman & Friesen, 1969). A physician's distaste for obesity may act as a category-based 
expectancy (Trope & Thompson, 1997), possibly limiting the amount of information a 
physician seeks in diagnosing and treating an obese patient. Stunkard (1993) warns 
physicians to be aware of the possibility that a patient's obesity may be so salient to the 
physician that other considerations pale during patient contact. Moreover, Stunkard 
asserts that some obese persons avoid care visits as a result of this sort of disregard from 
physicians. 
Stunkard's cautions are important because physicians may exhibit sex bias in the 
identification and treatment of obesity. Australian researchers recently examined data 
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fromv,160 adult patients of230 randomly selected General Practitioners located in both 
rural and urban regions (Heywood, Firman, Sansone-Fisher, Mudge & Ring, 1996). 
Self-report questionnaires were used to collect information from physicians and patients 
concerning physician identification and treatment of overweight and patient-smoking 
status. Results indicated that although only 59% of overweight patients were identified 
by physicians, female patients were more likely to be identified as overweight and 
encouraged to lose weight than male patients. Although these results are an indication that 
physicians may be underidentifying and treating males for obesity, it is also possible that 
they are indicative of the salience of female obesity as an undesirable trait. The study also 
determined that physicians were more likely to offer counseling or other preventive care 
to younger patients with high social status, good health insurance coverage, a specific 
health condition, or to those who engage in risk behaviors and schedule frequent office 
visits. These differences might impact on care for obese females as lower socioeconomic 
status (Henderson, 1992; Moore et al., 1962) and age (Keys, 1980) are correlates of 
greater body weight in Western countries. 
Rossner (1999) asserts that the traditional attitude of physicians toward obesity 
is potently negative, and may include scorn, contempt or the benign neglect of 
indifference. Physician attitudes are believed to influence communication and 
relationships with patients, along with strategies for care (Harris, Ri~h & Crowson, 
1985). Najman, Klein, and Munro's (1982) studied anonymous questionnaire responses 
of 2,421 physicians, including 438 members of the Michigan Academy of Family 
Physicians, and 1,067 physicians, general practitioners and specialists (surgeons, 
gynecologists, obstetricians, psychiatrists) from Australia concerning social and personal 
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characteristics of patients that elicited negative affect for the physicians. Results 
indicated that obesity ranked 4th 'among the 10 most negatively stereotyped conditions 
by both Michigan family physicians and Australian specialists such as surgeons and 
gynecologists, and 6th by Australian physicians (1982). Similarly, Kristeller and Hoerr 
(1997) mailed 4,500 survey questionnaires concerning obesity-related beliefs, attitudes 
and practices to a random national sample of physicians practicing in six different 
specialty areas. Analysis of results indicated that the 1,222 respondents viewed morbid 
obesity second only to smoking as a health risk factor, and expressed high levels of 
concern about the management of obesity, though most were ambivalent about treating 
the condition (1997). More than one-third of respondents in each specialty group 
ascribed patients' obesity to insufficient willpower. Such negative attitudes towards 
obesity may contribute to physicians' ambivalence to treat obese persons. 
An earlier study of physician attitudes also found physician ambivalence toward 
the obese. Thought to be representative of American family physicians, 1,000 members 
of the Michigan Academy of Family Physicians were randomly invited, and 45% 
" 
responded, to anonymously list the five diagnostic categories and social characteristics of 
patients likely to trigger feelings of discomfort, reluctance or dislike (Klein et aI., 1982). 
Among medical conditions, obesity ranked in the top four negatively perceived 
conditions, superseded only by mental illness, alcoholism, and drug addiction. It was 
identified negatively by 33.5% of respondents. Although noting the complexity of the 
relationship between negative attitudes and overt discriminatory practice, Klein and 
colleagues also point out that withholding treatment and provision of inferior treatment to 
disliked patients could occur. Other researchers concur, citing to specific physician 
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behaviors includi1llg inadequate record keeping (Maddox, Anderson & Bogdonoff, 1966; 
Maddox & Leiderman, 1969); and ifeluctance to perform specialized exams requiring 
manipulation, such as pelvic exams (Adams, Smith, Wilbur, & Grady, 1993). Similarly, 
Garrow (1998) asserts that physicians frequently hold fatalistic attitudes toward their 
obese patients that hinder their motivation to advise, support or treat. 
Maddox, Anderson and Bogdonoff(1966) interviewed a stratified random sample 
of new patients (N = 481) at the Duke University Medical Outpatient Clinic in Durham, 
North Carolina, and examined physician records of their initial visit. Specifically, blood 
pressure readings, physician notations of weight as a medical concern, indications of 
weight management, initial diagnosis, referrals, and consultations were documented, for 
study purposes. Besides gleaning information from patient interviews and chart reviews, 
100 physicians responding to an invitation to participate in the study, completed 
questionnaires. Results indicated that weight was rarely noted in patient charts, and even 
the most obese patients had only a one in four chance of being noted as obese and 
recommended for treatment. Remarkably, only 41 % of obese patients with health risk 
factors such as CVD or diabetes or both had chart entries re~ommending weight 
management. Similarly, less than one-fifth of overweight patients mentioned weight as a 
concern, while less than 7% viewed weight as their main concern. Both physicians and 
patients expressed ambivalence about weight management, with physicians expressing 
particular pessimism concerning weight management interventions. Subsequently, 
Maddox and Leiderman (1969) determined that closer examination of these physician 
attitudes and practices around overweight was warranted. Their analysis of responses 
indicated that 93% of physicians surveyed viewed personal experience as their main 
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source 'Ofiinformation on weight management, while only 22% believed lectures in medical 
school to be valuable, with only 20% able to cite a reference that they had found helpful. 
Additionally, physician response to stimulus phrases included in a semantic differential 
procedure revealed that physicians more readily made judgments about obese patients , 
than patients in general, and that 19% of their judgments were intensely negative. 
Physician and patient attitudes toward obesity and possible impact on pelvic 
screening examination frequency were examined by Adams et al.(1993). These researchers 
used newspaper advertisements to recruit women ages 40 to 65 for participation in the 
study, and recruited COlmecticut physicians specializing in Family and Internal medicine 
through use of a mailing list provided by the State Licensure Board. The womens' survey 
was satisfactorily completed by 291 out of 303 respondents, while the physicians' 
survey was satisfactorily completed by 1,316 out of3,095. The main finding of the study 
was that very overweight women were the least likely to obtain yearly pelvic screening 
examinations, while the women negatively evaluated their appearance and expressed 
reluctance to participate in pelvic exams. Physician responses indicated that fully 83% of 
physicians were reluctant to perfolID pelvic examinations on reluctant women, and 17% 
specified their reluctance to examine obese women, prompting the researchers to 
speculate that contrary to popular assumption, physician behavior toward some groups 
of patients is indeed differential. 
Physicians' support staff, especially nursing staff, may also hold negative 
attitudes toward obese patients (Begley, Conklin, Isherwod, Pechiuilus, & Watson, 1989; 
Gamer & Nicol, 1998; Hoppe & Ogden, 1997; Maroney & Golub, 1992) that may impact 
on patient perception and experience of care. Nurses have been found to hold negative 
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stereotypic attitudes toward obese patients (Maroney), and to hold expectancies of 
noncompliance with care recommendations for obese patients (Hoppe). Nearly a quarter 
of nurses surveyed in three urban hospitals reported feeling disgust when caring for an 
obese patient, while 12% did not want to touch obese patients (Begley et aI., 1989). A 
recent study conducted by Garner and Nicol (1998) examined caregiver attitudes and 
patient perceptions of care. Female caregivers reported reluctance to bathe obese 
patients, while obese patients perceived significantly more negative attitudes from nursing 
staff than nonobese patients. 
Experiences of obese women seeking health care. Despite her stated reason for a 
health care visit, an obese woman is likely to be given weight loss advice, directives, or 
referral (Packer, 1990). Packer describes how analysis of data from the National Center 
for Health Care Statistics' (NCHCS)1985 National Ambulatory Medical Care Survey 
(NAMCS) revealed a pattern of referrals for obese women such that 66% of those women 
who reported visiting their physician for a nonobesity related medical concern were 
provided with referrals for weight loss counseling. In fact, Packer asserts that weight loss 
might be recommended while referrals for beneficial screening procedures, such as a pap 
smear or clinical breast exam, are frequently overlooked. This is truly unfortunate as 
oA 
obese women are at risk for cervical, endometrial, breast, ovarian, and gallbladder cancer 
(Fontaine, Faith, Allison, & Cheskin, 1998; Packer, 1990). Furthermore, a timely cervical 
screening examination could result in reduced mortality in women at risk for cancer 
(N.I.H. Consensus Develpoment Statement Online, 1996). Nevertheless, according to 
Packer, obesity has such salience to physicians and patients alike that misattributions of 
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symptoms to 'obesity may occur readily, and important screening procedures may be 
overlooked. . 
Packer (1990) utilized a combination of questionnaires and semistructured 
interviews with 58 adult women participating in a Weight Watchers program, and 60 adult 
women attending a NAAFA meeting, to examine impact of women's weight and 
attributions for weight on utilization of medical services. All participants were 30% or 
more overweight; mean BMI for participants from Weight Watchers was 36.5, while 
NAFFA participants were slightly heavier, with mean BMI at 39.4. Packer's survey 
questionnaire, which was administered to all participants, elicited basic demographic 
information from her participants, along with specific questions concerning attitudes 
toward physicians, readiness to visit a physician, reasons for avoiding medical visits, 
self-esteem, attributions for fatness, smoking history and dietary habits. Survey results 
revealed that women with regular physicians named fewer reasons for avoidance of care, 
though those who weighed more generally had more reasons for avoidance, and made 
fewer positive attributions to physicians. Participants from the Weight Watchers program 
reported having longer relationships with their physicians than NAAF A participants, 
while women who were fat from childhood were likely to report having changed 
physicians more frequently. In terms of average number of visits per year, both Weight 
f 
Watchers and NAAFA participants reported fewer visits per year than the national 
average, though type of physician seen matched those reported by the U.S. population. 
Additionally, as part of the same study, Packer (1990) administered in-depth 
interviews to 20 women: 7 from the Weight Watcher's program, 7 NAFFA participants 
with BMI less than 50 and 6 NAFF A participants with BMI greater than 50. Qualitative 
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methods were employed to analyze information gained through these interviews. Results 
from the qualitative interviews revealed that the majority had avoided physician visits due 
to weight related reasons. Specifically, fear of being subjected to a weight lecture, 
embarrassment over weight, fear of being disrespected, and fear that symptoms would be 
erroneously attributed to weight, were reasons given for delay or avoidance of care. More 
than 50% of women interviewed reported avoiding gynecological exams and Papanicolaou 
tests. Some differences between Weight Watchers and NAAFA participants were evident, 
however. For example, although most NAMA participants reported'having severed 
relations with a physician, no Weight Watcher participants reported severing relations 
with a physician for weight-related reasons. Packer determined that women who believed 
they were not responsible for being overweight were more likely to experience anger, and 
hence dissatisfaction toward physicians. 
Patient satisfaction is an important factor to consider when examining the health 
care behavior and experiences of large women because low satisfaction could have 
important implications for women at risk for poor health outcomes due to their weight 
status. Expectancies about care, as well as issues of self-concept in light of the potential 
for bodily exposure involved in preventive care routines could contribute to avoidance or 
delay of care for some women. A woman who is satisfied with care may be able to 
overcome reticence to participate in potentially shaming procedures on the basis of her 
history of trust, mutual respect, and competent care from her primary care provider. 
There are other factors that create barriers to care for obese women, including 
women's awareness of stigma associated with obesity (Aramburu-Drury, 1996). Stigma 
may contribute to women's tendency to withdraw from the health care setting by 
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avoidance or delay of treatment; obese women's most frequently cited reason for 
avoidance of care is weight gain since last visit. Aramburu-Drury examined the effect of 
the obesity stigma on health care utilization through means of a self-administered 
questionnaire completed by 216 women recruited from several churches in one 
southwestern city. Specifically, delay and avoidance of health care were examined in 
relation to measures of self-esteem, attribution for weight, BMI, and satisfaction with 
medical care. Results indicated that as BMI increased, it was more likely that a woman 
would delay or avoid care. Even if they reported being satisfied with care, as BMI 
increased, obese women were more likely to delay care. Both weight-related and ' 
nonweight-related reasons were evident, including a woman's expressed lack of confidence 
in her health care provider. A nonsignificant inverse relationship between a woman's level 
of self-esteem and avoidance of care was also revealed, though obese women with higher 
self-esteem and low levels of attributions for weight were also likely to delay care. 
Aramburu-Drury's examination of women's reports of "ever" having delayed care 
revealed that there was a significant (p = .001) combined effect for BMI, self-esteem, 
attributions for weight, and satisfaction with medical care, and a significant (p = .01) 
effect for satisfaction with care. On the other hand, Aramburu-Drury's (1996) 
examination of delay or avoidance in the previous 12 months found only BMI to be a 
significant predictor of delay or avoidance of care (p = .0008). 
Similarly, when Olsen, Schumaker and Yawn (1994) asked nurses and other health 
care workers if they had postponed care because of weight, 13% agreed, and a majority 
reported that they planned to attempt weight loss before their next health care visit. 
Their observational study was conducted at a 250-bed community hospital setting in 
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Wisconsin. A· self-administered, IS-item survey was distributed to all female nurses, 
nurse assistants, health unit coordinators, and general psychiatric assistants working full 
or part time at the hospital during July, ·1992; response rate was 76%, with a total of 310 
usable surveys returned for analysis. Results indicated that 12.7% of respondents delayed 
or avoided care for weight-related reasons, while 2.6% did not delay or avoid, but refused 
to be weighed at their health care visit. The odds ratio for women with BMI greater than 
27 delaying care was found to be 3.885, with 32% ofthese women and 55% of women 
with BMI greater than 35 delaying care due to weight concerns. Among these women, 
20% delayed care until they lost weight (p < .0001). On the other hand, less than· 5% of 
underweight or normal weight women gave weight-related concerns as a reason for delay 
or avoidance of care (p<.0001). Finally, regardless of BMI, one-third of all women 
surveyed reported that discussing weight with their physician was an extremely negative 
experience. 
Recently, the relation between BMI and utilization of health care services was 
examined among a nationally representative sample of women (Fontaine et al., 1998). 
The researchers used data gathered by the National Center for Health Statistics (NCHS), 
which included the Cancer Control and Health Insurance supplements of their National 
Health Interview Survey (NHIS). The NHIS utilizes a multistage probability sampling 
, # 
design for its continuing annual interview survey of 49,000 households from the 
mainstream U.S. population. During 1992, the Cancer Control supplement was randomly 
administered to 12,035 ofthe NHIS respondents. Subsequently, analysis of data from the 
female respondents to this supplement revealed that increased BMI is directly related to 
delays in preventive care, including clinical breast exams, regular gynecological exams, and 
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Papanicolaou ,smears (p < .05, two tailed test). Interestingly, though BMI was found to 
be related to delays in preventive care, it was also found to be related to an increased 
number of health care visits in the preceding year (p <,.0001). Specifically, a woman with 
BMI of 35 is more likely to delay having a clinical breast exam, a gynecological exam or a 
Papanicolaou smear than a woman with BMI of25 (Fontaine et aI., 1998). Because data 
collected was' correlational in nature, the actual cause of delay remains unknown, but the 
researchers postulate that such delays in preventive care could account for part of the 
increased mortality for obese women with certain cancers. 
Similarly, Sansone, Sansone and Weiderman (1998) found increased utilization of 
care for women with higher BMI when they examined health care records of 194 adult, 
non-pregnant females under the age of 52, who presented consecutively at one site of a 
group model Health Maintenance Organization (HMO). Nearly half of the subjects 
(N = 83, or 42.8%) had a BMI of 27.3 or greater (Class I Obesity). A review of the 
previous 12 months records of care revealed that increased BMI was predictive of high 
health care utilization, multiple diagnoses, multiple prescriptions, and number of 
physicians seen. Additionally, BMI was found to be a significant predictor of the number 
of different physicians seen at the same HMO site. These results suggest that younger, 
heavier women may be reluctant to sustain contact with a single physician, though it is 
unclear whether this is due to a search for the ideal physician or because of their relatively 
high number of diagnoses as compared to the nonobese subjects in this study (1998). 
Piresi (1998) has labeled obese women's health care situation a great paradox 
because the actual number of health care visits for obese women is higher than expected, 
while the number of diagnostic or screening tests performed on obese women is low. 
Large Women and Health Care 104 
Nevertheless, it is unclear whether patient discomfort with undressing and being touched 
during screening procedures, or physician reluctance to perform such technically 
challenging procedures on an obese woman is more to blame for the low probability of 
screening tests compared to regular office visits. 
One study examined both patient and physician behaviors and attitudes towards 
pelvic screening examinations (Adams et aI., 1993). Newspaper advertisements were used 
to invite adult women between the ages of 40 and 65 to participate. The 303 respondents 
were mailed brief surveys, resulting in 291 usable responses. Additionally, 3,095 
Connecticut registered Family and Internal Medicine physicians were mailed a brief 
survey, resulting in 1,316 usable responses. Surveys sent to women queried about general 
demographics and gynecologic health care history, including the number of pelvic exams in 
the previous two years and their attitudes toward such exams. Physician'S surveys, on 
the other hand, listed 10 patient characteristics and asked which might influence their 
willingness to perform pelvic examinations. 
The main finding of this two-pronged research was that likelihood of very 
overweight or obese women to obtain pelvic screening examinations was mediated by 
their attitudes toward the exam and by attitudes about their own appearance. As 
women's weight went up, negativity about their appearance increased, as did reluctance 
to obtain a pelvic screening examination, while likelihood of actually obtaining an exam 
decreased. Moreover, results from the physicians' survey revealed that 17% were 
reluctant to examine obese women, 20% were somewhat reluctant, and most were 
reluctant to examine a reluctant patient. Although it remains unclear whether delay in 
screening exacerbates or accounts for some of the health risks associated with obesity 
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(Fontaine et aI., 1998), among women participating in Adams and colleague's (1993) 
study, less than one quarter of those who were reluctant actually obtained exams, 
suggesting that a critical delay in detecting carcinomas of the genital tract is possible or 
even likely for obese women. 
According to primary care physician Tana Fishman (personal communication, 
November 2, 2001), performing a routine pelvic screening exam on an obese woman is 
particularly difficult for several practical reasons. A special speculum may be required to 
facilitate accurate collection of the cervical smear, though even with proper equipment 
adipose tissue may obscure view and hinder access to cervical tissue. The bodily posture 
required for the exam places the obese woman in a severely compromised, vulnerable, and 
even dangerous position due to the narrow width, relative height, and frequently 
unsecured exam table and stirrups. Many times, adequately sized examination gowns and 
drape sheets are not available, and an already vulnerable patient may then be subjected to 
further indignities. Fishman conducted informal research with her large female patients 
and found that many reported being overdue for basic pelvic screening, despite having 
sought medical treatment for various reasons. As a result, Fishman began to encourage 
these patients to access care and made the screening available to the patients on a routine 
basis. 
~ 
Other research indicates that there is a strong association between patient 
participation in a Health Maintenance Visit (HMV) and cancer screening (Preisser et aI., 
1998). As part of a statewide study of cancer screening in Colorado, medical records from 
5,746 patients ages 42 to 74 were randomly selected for study from 132 nonacademic 
primary care practice settings. Analysis of findings revealed that women between the ages 
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of 50 and 69 were significantly more likely to have had a HMV in the past year than men, 
while about 31 % of all patients had a HMV in the past year, implying that those 
participating in the HMV were also more likely to receive cancer screenings. Evidently, 
these fmdings do not hold for obese women, especially in light of other researchers' 
findings (Adams et al., 1993; Araburu-Drury, 1996; Fishman, 2001; Fontaine etal., 1998; 
Olsen et aI., 1994; Packer, 1990). 
Frank (1993) refers to obesity as an "orphan disease" because few professionals 
have elected obesity as a special area of study. Specifically, Frank claims that physicians 
avoid the problem of obesity partly due to low professional status of those choosing to 
work withjobese patients, "and partly because it is still viewed as a social problem by 
many. Yanovski (1998) asserts that obese patients may be disenfranchised from adequate 
preventative health care in part due to an interaction between physicians' negative 
attitudes toward obesity and their obese patients' other health care concerns. Lyons and 
Miller (2000) concur, citing an impaired physician-patient relationship between obese 
women and their doctors as rendering health care ineffective for obese women. 
Recent research indicates that health status of a patient predicts physician liking 
for a patient, which may impact on the therapeutic relationship and ultimately on patient 
satisfaction (Hall, Milburn, Roter, & Daltroy, 1998). In other words, according to the 
i 
mediation hypothesis, physicians may behave in ways that reduce satisfaction with care 
for their chronically ill or sicker patients. Similarly, physician communication style is 
known to impact on patient adherence to care, especially for those with chronic disease 
(DiMatteo et al., 1993). This is an importatlt consideration when dealing with obese 
patients, as obesity is a chronic condition associated with risk for health complications. 
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There is a growing body of anecdotal evidence to support the idea that obese 
women experience low levels of satisfaction with care and in some cases have received 
inadequate care due to their weight (Klawans, 1990; McAffee, 1997a; Rothblum, Brand, 
Miller, & Oetgen, 1989; & Smith, 2001). A survey conducted by NAAFArevealed that a 
third of all fat persons interviewed reported having been called names by health care 
professionals due to their weight status (Rothblum, et al., 1989). Additionally, 
respondents reported having experienced rough handling,verbal abuse, or misdiagnosis, 
while 25% of respondents reported being refused treatment due to weight (Rothblum). 
Klawans (1990) described how a series of physicians' and surgeons' failures to address 
postoperative thiamine deficiency in an obese female patient led to her death. McAffee 
(1997a) collected doctor-patient problem stories via an e-mail request and found that 
women reported being threatened with hospitalization due to failure to lose weight, were 
humiliated and derogated by their physicians during examinations, refused treatment 
because of weight, and even were examined at a distance of 10 feet with no touching, 
manipulation, and minimal eye contact. Moreover, a nurse responding to the e-mail 
request stated that she feared needing health care as she had witnessed the neglect and 
derogation of obese patients by physicians and surgeons at the hospital where she was 
employed (McAffee). Similarly, Smith (2001) reported several typical cases of 
mistreatment, including untreated bacterial vaginitis in a 15-year-old f~male due to her 
gynecologist's claim that the girl's weight precluded an examination. Additionally, cases 
of misdiagnosis, where weight was erroneously blamed for symptoms were reported, 
along with insurer's refusal to provide coverage, citing weight as the exclusionary factor. 
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Summary and Statement 'Of Hypotheses 
Large, or obese women experience different treatment in a variety of settings and 
relationships that may influence their perception of self, as well as their access to 
opportunities and experiences. In terms of regular health care, especially preventive care, 
perceptions of differential treatment may contribute to less than optimal utilization of 
medical care for obese women. Moreover, there are other influences that may impact on 
obese women's perception and experience of self, further contributing to the possibilities 
for unpleasant associations to be formed concerning experiences where exposure is a key 
component, as it is in the typical medical encounter. One such influence is societal 
pressure for a slim body, much promoted in Western media, and frequently internalized 
by women (Fredrickson & Roberts, 1997). When the societal norm is accepted in this 
manner, obese women may self-objectifY, or view themselves through the critical lens of 
an unidentified and impersonal other, and thus become vulnerable to derogatory or 
shameful feelings about themselves in terms of personal appearance. When considered in 
relation to medical care, this potential for negative self-evaluation may also contribute to 
an obese woman's less-than-optimal expectations for occurrences related to physical 
examination, and possibly to her avoidance of care. 
The medical view of obesity has changed over time, though even very early 
scientists and physicians such as Discordes, Hippocrates, and Galen identified medical 
problems associated with obesity and developed treatments aimed at reversing the obese 
state (Bray, 1990, 1993). Current mainstrea.t:il medical practitioners view obesity as a 
multifactorial disorder associated with risk for heart disease, stroke, diabetes, and some 
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cancers. Weight reduction is still viewed as the optimal solution to obesity as a medical 
problem, though recent awareness that promotion of a healthy lifestyle, along with self 
and size acceptance may be an appropriate treatment strategy has gained increasing 
acceptance in the medical community. Nevertheless, because recently released NIH 
guidelines classifY more than half of all Americans as overweight, physician awareness of 
their responsibility to treatthis refractory disorder is enhanced, along with frustration 
over the dearth of successful treatment modalities (T. Fishman, personal communication, 
November 2, 2001). Moreover, physicians' preference for treating persons who are not 
afflicted with a chronic disorder such as obesity or the other disorders for which it is a 
risk factor,and negative attitudes toward obesity held by physicians and their support 
staff, may impact on the quality of care experienced by obese women. 
Recent research has documented the fact that obese women are likely to either 
avoid needed preventive care, or experience socially mediated barriers to preventive care 
(Adams et al., 1993; Aramburu-Drury, 1996; Fishman, 2001; Fontaine et aI., 1998; Olsen 
et al., 1994; Packer, 1990). Additionally, anecdotal records indicate that obese women 
may experience misdiagnosis or maltreatment, and as a result report low levels of 
satisfaction with care (Klawans, 1990; McAffee, 1997b; Rothbium et aI, 1989 & Smith, 
2001). Given their risk for health disorders such as cancer, which is readily prevented and 
most successfully treated when diagnosed in its early stages, obese women need and 
deserve unhindered access to optimal allopathic, osteopathic and preventive care. 
Delineating physician, patient and situational characteristics that may hinder obese 
women's access to, and utilization of, preventive health care is an important and pertinent 
endeavor. The present study will attempt to identify and quantify some of the variables 
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associated with preventive care for obese women. 
Hypotheses. The specific hypotheses addressed are listed below. 
1. BMI, self-objectification, negative affect, and health care locus of 
control will predict self-reported satisfaction with physician care in 
large women. 
2. There is a positive relationship between frequency of participation in regular 
pelvic screening examinations and patient satisfaction with medical care. 
3. There is a positive relationship between self-objectification and negative affect. 
4. There is a positive relationship between self-objectification and external health 
locus of control. 
5. There is a positive relationship between negative affect and external health locus 
of control. 
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Chapter 2 
Method 
Participants 
Participants were recruited from the greater Philadelphia metropolitan area 
through direct contact at local weight management and healthy lifestyles programs, 
including YMCA, Becoming Center, Lucille Roberts Fitness, Fitness with Bliss, and the 
PCOM Weight Watchers group. A total of87 women completed both screening and 
survey questionnaires. TheNMCA locations accounted for 51 (58.6%) respondents, 
while other fitness centers and programs accounted for 34 (39.1 %) respondents, and 
PCOM Weight Watchers accounted for two (2.3%) respondents. 
In order to avoid threat to statistical validity for this observational study, power 
was set at .80, and alpha (a) was set at .05 (Kazdin, 1998). Together, these two 
considerations determined the sample size of 87 women for the study. Adequate power 
and a reasonable sample size increase the probability that even small differences, which 
could have clinical importance, will be detected by analysis of data. 
Inclusion criteria: The participants were large women age 18 years or older. For 
purposes of this study, a large woman was defined as having a Body Mass Index (BMI) 
of at least 28. 
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Exclusion criteria: Women with a BMI of less than 28 were excluded from 
participation in the study. Women could be, excluded from participation if they were not 
fluent in English, as addressing needs for the accurate translation of questionnaire 
materials and responses would be beyond the scope of this study. Additionally, women 
who were pregnant were ex,Qluded from the study, as were those at risk for suicide. 
Overall, the main reason for exclusion from the actual survey was found to be 
failure to meet the BMI requirement of at least 28. Although there were other reasons that 
a woman could be excluded, in fact, the only reason for exclusion encountered was not 
meeting minimal weight requirements. Besides the 87 women who qualified to participate 
and were included in the study, 39 other women completed screening surveys but did not 
qualifY to be in the study because their BMI was less than 28. Additionally, three women 
signed consent forms, began the survey and then asked if they could mail it back due to 
time constraints. They did not return their materials. Approximately 25 women who 
completed the survey were African-American, though this number was not documented in 
survey data. 
Design 
t 
The study implemented a cross-sectional observational research design. The 
intent was to study certain characteristics of interest, including large women's satisfaction 
with health care and five-year history of participation in regular pelvic health-screening 
examinations. Additionally, other current features of the participants, including their 
BMI, degree of self-objectification, experience of negative affect, and health locus of 
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control, were examined for correlations with satisfaction with health care and utilization 
of pelvic screening. The purpose of the study was to examine possible relationships 
between an adult woman's BMI, her attributional style as measured by 
self-objectification, negative affect, health locus of control, her current degree of 
satisfaction with health care, and her recent history of participation in regular pelvic 
health-screening examinations. 
Assessment 
Initial screening procedures. Respondents completed a screening questionnaire 
that included basic demographic information, including age, date of birth, marital status, 
health insurance status, educational attainment, and employment, along with self-reported 
height, weight, and history of overweight or obesity. Participants were queried concerning 
their degree of comfort with medical examinations by means of a likert scale constructed 
for this study (1 = very comfortable, 2 = comfortable, 3 = fairly comfortable, 
4 = slightly uncomfortable, 5 = uncomfortable). 
Participants were also asked to provide information concerning their participation 
in preventive care, as measured by pelvic-screening examinations. These queries included 
whether they had ever had a bimanual pelvic examination, the number of pelvic-screening 
examinations they had in the past five years, if they had an exam in the past year, and the 
number of months since their last pelvic examination. Participants were also asked if they 
were sexually active, and at what age they became sexually active. Finally, each 
participant was queried concerning suicidality, and asked to complete the Beck 
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Depression Inventory-IT (BDI-II). Nonsuicidal female respondents age 18 and older, with 
a BMI of at least 28, were accepted into the study. A copy of the initial screening 
questions is included in Appendix C. 
BMI was calculated using a form ofthe Quetlet's index formula that was 
converted from the metric to standard measure. That converted formula is as follows: 
[Weight in pounds/ (Height in Inches) squared] X (703.1). Additionally, a chart for 
calculating BMI published by National Heart, Lung and Blood Institute (NHLBI) was 
used for pre screening purposes (2001). The survey methodology of this study 
necessitated use of self-report data for all measures. In terms of height and weight, it is 
likely that self-report information is fairly accurate. Cash and Hicks (1990) assert that 
self-reported weight in pounds and measured weight in pounds are generally closely 
related. 
The survey questionnaire is comprised of several previously developed measures, 
including Noll and Fredrickson's (1998) Self-Objectification Questionnaire (SOQ), 
Watson, Clark, and Tellegen's (1988) Positive and Negative Affect Scales (PANAS), 
Ware, Snyder, Wright and Davies' (1983) Patient Satisfaction Questionnaire Form IT 
(PSQ-IT), and Wallston and Wallston's (1978) Multidimensional Health Locus of Control 
Scales Form B (MHLC-B). Copies of these measures are displayed in Appendix D. 
Self-objectification. According to Noll and Fredrickson (1998), the SOQ measures 
the degree to which a woman has internalized our culture's standards for bodily 
appearance, including the slim body ideal, along with her tendency to view herself from an 
observer's perspective in terms of her appearance. Self-objectification (SO) is related to a 
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woman's ongoing and repeated experiences of bodily shame, along with reductions in 
mental efficiency and decreased experience of flow states, as her cognitive resources are 
repeatedly directed toward appearance monitoring (Fredrickson et aI., 1998). 
This measure was selected for use in the current study because it appears.to tap 
into the phenomenon of contemporary women's increased levels of concern and 
awareness of issues related to the size, shape and social acceptability of their bodies. 
Additionally, since exposure is a necessary component of medical care, especially during 
pelvic health screening procedures, there is an increased likelihood that self-objectification 
will be triggered in anticipation of, or during the experience of a medical examination. For 
overweightjor obese women, the discrepancy between their actual bodies and the socially 
desirable norm holds the potential for bodily shame and negative affect associated with 
self-objectification. 
Based on Fredrickson and Roberts (1997) articulation of objectification theory, 
the SOQ assesses concern with physical appearance and delineates the degree to which a 
woman evaluates her bodily self in an objectified manner, rather than in terms of personal 
competence or performance (Noll & Fredrickson, 1998). According to its developer, the 
scale demonstrates construct validity (Noll, 1996). Additionally, Noll and Fredrickson 
(1998) found positive correlations between the scale and several other measures of 
·1 
preoccupation with the bodily self. The SOQ is a brief, easy to administer tool for 
evaluating self-objectification in women and the affective, psychological and behavioral 
consequences associated with this attributional style. 
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.. Positive and negativ.e affect. Watson, Clark, and Tellegen (1988) describe the 
PANAS as a set of two lO-item mood scales that are stable over at least a two month 
period. The subscales have high internal consistency, with alpha reliability of between .86 
and .90 for the Positive Affect Subscale and between .84 and .87 for the Negative Affect 
Subscale. Positive Affect (P A) is a measure of enthusiasm, alertness, and activity 
associated with extroversion, while Negative Affect (NA) is a measure of subjective 
distress or aversive mood states associated with anxiety and neuroticism. The scales have 
good face validity and item validity as they are good markers for corresponding factors. 
Moreover, correlations between PANAS and measures of related constructs, such as state 
anxiety, depression or general psychological distress occur as would be expected for both 
the P A and NA scales. 
When administered with its short-term time frame instructions, the PANAS is 
sensitive to changing internal and external experiences of the subject (Watson, Clark & 
Tellegen, 1988). This would make it particularly useful for evaluating and confirming a 
negative affective state associated with anticipated shame, such as might be experienced 
by a large woman contemplating the need for a pelvic screening exam or other medical 
procedure where exposure would be an issue. 
Satisfaction with health care. Patient satisfaction is a multidimensional and 
complex construct that has implications for compliance with care and overall health 
outcomes (DiMatteo & Hayes, 1980). The PSQ-II is a self-administered survey 
instrument that measures both the subjective experience of the patient and specific 
aspects of quality of medical care provided (Ware et aI., 1983). The 18 subscales of the 
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PSQ-IT combine tofonn eight Global Scales: access to care, availability of care, fmances, 
continuity, interpersonal manner, quality total, access total, and doctor conduct total. 
Many tests of item-discriminant validity revealed that the PSQ-IT has validity in relation 
to the care attributes it purports to measure. The scale has good internal consistency, 
with most subscales exceeding the .50 standard for studies involving group comparisons. 
Additionally, it was found to have good test-retest reliability over a two year period. 
The three Patient Satisfaction with Care Questionnaire-IT (PSQ-IT) subscale scores 
used in the study were the Patient Satisfaction Interpersonal Scale (PSI), 
Patient Satisfaction Quality of Care Scale (PSQ), and Patient Satisfaction Doctor Conduct 
Total (pS1'), which isa combination of the first two subscales. For each PSQ subscale, 
endorsement satisfaction with medical care is indicated by higher scores, while lower 
scores are indicative of less satisfaction with medical care. 
Attributional style: Health locus of control. Finally, the study will evaluate 
whether or not the participant believes her health is due to her own behaviors, or if she 
ascribes health outcomes to either fate, chance, or powerful others. According to 
Thomason (1983), obese persons may exhibit External Health Locus of Control (EHLC) 
under specific circumstances, particularly those where impulse, desire, or emotion are 
components. Large women may experience shame and negative affect during medical 
encounters, which could contribute to their withdrawal, avoidance, or employment of 
poor coping strategies. For example, neglect of effort to impact positively on their 
long-tenn health status through participation in preventive care, such as pelvic screening 
examinations could be related to shame experiences or related to their attributional style 
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concerning health 'locus of control. 
Wallston and Wallston's (1978) MHLC-B is employed in the study in order to 
detelmine health locus of control for each participant. The MHLC-B is a brief measure 
consisting of three subscales administered as six-item sets. Each subscale consisted of six 
items, with higher scores indicating more agreement with that attributional style. 
According to Wallston and Wallston (1978), alpha reliability is between .673 and .767. 
Because its three separate and empirically different subscales, Internal Locus of Control 
(IHLC), Powerful Others Locus of Control (PHLC), and Chance Locus of Control 
(CHLC) correlate highly with their theoretical counterparts and expected health status, 
the measure has a fair degree of predictive validity. 
Procedures 
Women were approached individually and in small conversational groups on site 
at the various fitness and healthy lifestyle programs participating in the study. Women 
who expressed interest were provided with an immediate opportunity to complete the 
screening questionnaire. Once it was determined that a woman was eligible to participate 
in the study, she was provided with an informed consent form and the survey. Upon 
completion of the survey, participants were thanked, debriefed, reminded of their entry in 
the study-participant $100 lottery, and provided with a healthy lifestyles materials 
packet. Women who were not eligible for the survey were immediately provided with 
healthy lifestyle materials packet, an opportunity to enter into the $25 screening lottery, 
and were thanked for their interest. Odds to win for either the screening or survey lottery 
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were set atl in 20. The healthy lifestyles materials packet provided to each respondent 
consisted of educational materials concerning women's health and well~being, including 
referral sources for services related to preventive care, weight, body image, mental health, 
and healthy lifestyle. 
Respondents' completed surveys were scored and the forms are stored in a locked 
file located at the researcher's office. After scoring, data was entered into SPSS (Version 
10.0) for analysis. 
Large Women and Health Care 120 
Chapter 3 
Results 
Statistical Analysis: Descriptive Statistics 
Descriptive statistics for demographic iriformation. A total of 87 women older 
than age 18 completed the study screening and survey questionnaires (see Table Al in 
Appendix A for an overview). Participant ages ranged from 19 to 75, with a Mean (M) 
age of 45.74 years, median 48 years, modal age 50 years, and standard deviation (SD) of 
13.42 years. 
Participant height and weight were used to calculate BMI through use of a 
modified form of Quetlet's index that converted the original formula from metric to 
standard measure. The revised formula was [ (Weight in pounds) / (Height in inches) 
squared] X (703.1). Participant height ranged from 60.00 inches to 71.00 inches, with a 
Mean (M) height of 64.08 inches, median height 64.00 inches, modal height 66.00 inches 
and SD of2.67 inches. Participant weight ranged between 148 pounds and 325 pounds, 
with a M of 207.92 pounds, median and modal weights both 200 pounds, and SD of 
43.44 pounds. Participant BMI ranged from 28.15 to 50.39. Mean BMI was 35.44, 
median 32.99, and SD 6.68. A majority of participants (63.2%) were obese (BMI 2:: 30), 
while 36.8% of participants were overweight but not obese. Among the obese 
participants (n = 55), 21 (24%) were mildly obese (BMI = 30 to 34.9), 12 (13.8%) were 
moderately obese (BMI = 35 to 39.9), 12 (13.8%) were severely obese 
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(BMI = 40 to 45.9) 'and 10 women (11.5%) were morbidly obese (BMI = 46 to 50.39). 
Most respondents (94.3%) reported that they believed themselves to be 
overweight, though 5.7% did not view themselves as being overweight. Among those who 
did not believe themselves to be overweight, two respondents had a BMI < 30, while four 
had BMI > 30, with two of these having BMI > 45. Nearly half of respondents (49.4%) 
reported being overweight for five or more years, and 20.7% reported having been 
overweight since childhood, while only 9.2% reported being overweight for two years, 
and only 2.3% reported being overweight for one year. Participants who viewed 
themselves as weight cyclers accounted for 14.9% of respondents. Three participants 
(3.4%) did not respond to the weight history question. 
All subjects (N = 87) completed the Beck Depression Inventory-II (BDI-II) as 
part of the screening questionnaire. Participant scores ranged from zero to 38 on this 
measure! Mean score was 9.02, median score = 7, modal score = 4, and SD = 8.17. The 
majority of study participants (74.7%) scored in the minimal range for depression, while 
14.9% scored in the mild range, 6.8% scored in the moderate range, and 3.4% scored in the 
severe range for depression. 
Participants were asked if they had ever experienced thoughts of committing 
suicide, and whether they currently experienced such thoughts. A majority of 
respondents (65.5%) reported having never experienced thoughts of suicide, while 34.5% 
reported having thought of suicide in the past. None of the respondents reported current 
thoughts of suicide, and no respondents were screened out of the survey due to 
suicidality. 
Regarding comfort with medical care, 23 respondents (26.4%) reported being very 
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comfortable'with medical examinations, and another 30 respondents (34.5%) reported 
being comfortable with medical examinations, while the remaining 34 respondents (39.1 %) 
reported reduced comfort with medical examinations. For example, 16 respondents 
(18.4%) reported being only fairly comfortable, 10 respondents (11.5%) reported being 
slightly uncomfortable, while 8 respondents (9.2%) reported being uncomfortable with 
medical examinations. 
Regarding participation in preventive care, as measured by pelvic screening 
examinations, nearly all participants (97.7%) reported having had at least one bimanual 
pelvic examination, while only two participants (2.3%) reported having never 
participated in this type of examination. Additionally, 68 (78.2 %) respondents reported 
participation in a pelvic screening examination during the past year, while only 19 
(21.8%) reported that they did not. 
Responses to the query concerning the number of pelvic screening examinations in 
the past five years ranged from zero to 20 examinations. The mean (M) number of 
examinations reported in five years was 4.68 (median = 5, mode = 5, SD = 3.11). 
Fifty-one women, or nearly half of all respondents (44.8%) reported having participated 
in at least five pelvic screening examinations in the past five years, which is congruent 
with American College of Obstetrics and Gynecology guidelines that recommend 
" 
participation in a yearly pelvic screening examination for sexually active women aged 18 
or older (NIH, 1996). On the other hand, 12 women (13.8%), representing a minority of 
respondents, reported having experienced between 6 and 20 pelvic examinations in the 
past five years, while 36 women (41.4%) reported participation in four or fewer pelvic 
examinations in the past five years. Among those reporting four or fewer pelvic 
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examinations,ll respondents (12.6%) participated in four exams, 5 (5.7%) participated 
in three exams, 11 (12.6%) participated in two exams, 5 (5.7%) participated in only one 
exam, and 4 women (4.6%) were,not examined at all in the past five years. 
The number of months since last pelvic examination ranged from zero months to 
204 months (M = 11.85, median = 7, mode = 1, SD = 25.78). Fifteen respondents 
reported having been examined within a month of their completion of the survey, while 
68 (78.2%) had an examination within the past 12 months, 9 (10.5%) were examined in 
the past 13 to 18 months, 6 (7%) between 24 and 48 months, and 2 respondents (2.3%) 
had not been examined in more than 48 months (132 and 204 months respectively). 
Respondents indicated the type of professional they visited for their 
pelvic-screening examinations. Visits to an Obstetrician or Gynecologist were reported by 
69 women, and accounted for 81.2% of pelvic screening examinations, while Primary Care 
Physicians were utilized by 8 women (9.4%), and Nurse-Practitioners by 6 women 
(7.1%), while a Midwife was used by only one woman (1.2%). Additionally, one woman 
reported the category of "other" for her pelvic examinations, but did not specify what 
type of professional she visited for this aspect of her pelvic care. 
Participants were queried as to whether they were sexually active, and at what 
age they became sexually active. Ofthe respondents 66 (75.9%) reported that they were 
sexually active, while 21 (24.1 %) reported that they were not. Age of onset for sexual 
activity ranged from age 13 to age 25, though 23 respondents (24.6%) declined to answer 
the age-of-onset portion of the question. Mean age for onset of sexual activity was 18.97 
years, while both median and mode were 19 years and the SD = 2.70 years. 
When queried about relationship status, 48 (55.2%) participants reported that 
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they were married,. though 25 (28.7%) were single, and nine (10.3%) divorced. Only two 
(2.3%) were widowed, one (1.1 %) remarried, and two (2.3 %) were same-sex partnered. 
Similarly, 58 respondents (66.7%) reported having children, while 29 (33.3%) stated they 
were childless. Among those respondents with children, 18 (20.7%) had one child, 20 
(23%) had two children, 17 (19.5%) had three children, two (2.3%) had four children, and 
two (2.3%) had five children. None of the respondents reported having more than five 
children. Only one respondent reported being the guardian for a child; the others were 
birth children. 
Participants were queried concerning their level of education and employment 
status. The overall level of education for the study sample was relatively high, with only 
2 respondents (2.3%) reporting that they had not completed high school, while 65 (75%) 
reported having attended college or graduate school. High school diplomas were earned by 
15 (17.2%), 5 respondents (5.7%) reported attending trade or other school following high 
school graduation, and 24 (27.6%) reported having attended some college. A four-year 
college degree had been earned by 18 (20.7%), while 7 (8%) attended some graduate 
school, and 16 (18.4%) earned a graduate degree. Regarding employment status, 51 
women (58.6%), stated that they were currently employed full time, while 12 (13.8%) 
were working part-time, and 24 (27.6%) were unemployed. 
Participants responded to queries concerning the extent of theif health care 
coverage. Only two respondents (2.3%) were uninsured at the time of the survey, while 
85 (97.7%) had basic health insurance. Among these, six (6.9%) reported being covered 
by Medicare, one (1.1 %) by Medicaid, 37 (42.5%) participated in an HMO, 31 (35.6%) 
were covered by Blue CrosslBlue Shield, 8 (9.4%) were covered by private insurance, and 
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two (2.3%) reported some "other" form of health insurance coverage. Additionally, 
54 (62%) reported having supplemental health care insurance, such as drug, vision or 
dental insurance, though 33 (37.9%) reported they had none. Among those respondents 
reporting some form of supplemental insurance, seven (8%) had only one form (drug or 
vision or dental), 15 (17.2%) had two forms, and 32 (36.8%) had all three forms of 
supplemental health care insurance. 
Descriptive statistics for survey measures. Four specific scales were used to 
collect information from participants in the study: the Patient Satisfaction with Care 
Questionnaire-II (PSQ-II), Self-Objectification Questionnaire (SOQ), Positive and 
Negative Affect Scale (PANAS) and the Multidimensional Health Locus of Control 
Scales-B (MHLCS-B). Results for each scale are discussed here, though Table A2 
(see Appendix A) provides an overview of all four scales in terms of the M score and SD 
for each. Participants were also asked to rate their general level of comfort with medical 
examinations on a 5-point Likert scale. 
Patient Satisfaction with Care Questionnaire. All subjects (N = 87) completed the 
PSQ. Scores for the PSI sub scale ranged ft'om 14 to 37 (M = 24.74, median = 25, SD = 
5.17), while PSQ scores (N = 87) ranged from 20 to 57 (M = 39.21, median = 41, SD = 
7.52). The PST was used to calculate inferential statistics. Range for PST scores was from 
36 to 94 (M = 63.87, median = 68, SD = 11.72). For each PSQ subscale, endorsement of 
satisfaction with medical care is indicated by higher scores, while lower scores are 
indicative of less satisfaction with medical care. 
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Selj-Objeotiji'cation, Questionnaire. Administration of the Self-Objectification 
Questionnaire (SOQ) results in.a single score 'between -25 and +25, with higher scores 
indicating trait self-objectification, and lower scores indicating endorsement of 
competence over appearance. Scores were converted to all positive numbers by adding a 
constant of 25 for the purpose of calculating inferential statistics. As a result, participant 
scores (N = 87) ranged from zero to 50, with a score of zero indicating high endorsement 
of competence, while a score of 50 indicates the opposite, high endorsement of 
appearance or self-objectification (M = 15, mode = 0, median = 16, SD = 12.30). 
Positive and Negative Affect Scales. The Positive and Negative Mfect Scales 
(PANAS) are actually two brief scales, one for positive, and the other for negative affect. 
Respondent scores (N = 87) on the Positive Affect Scale (PA) ranged from 14 to 50 
(M = 31.36, median = 31, mode = 30, SD = 7.01). On the other hand, respondent scores 
(N = 87) for the Negative Affect Scale (NA) ranged from 10 to 39 (M = 14.6, median = 
12, mode = 10, and SD = 6.64). In general, people report more positive than negative 
affect (Watson et aI., 1988), though this trend may not hold for certain groups or 
circumstances. For the purposes of the present study, only NA scores were used to 
calculate inferential statistics. 
Multidimensional Health Locus of Control Scales. Scores were calculated for the 
three separate subscales of the Multidimensional Health Locus of Control Scales 
(MHLCS), including Internal Health Locus of Control (IHLC), ·Powerful Other Health 
Locus of Control (PHLC), and Chance Health Locus of Control (CHLC). Respondent 
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scores (N=87') for the IHLOranged from ,16 to 36 (M = 26;79, mode =28, median = 27, 
and SD = 4.08), while range of participant scores (N = 87) on the PHLC was from 10 to 
34 (M = 20.24, mode = 20, median = 20, SD = 4.84), and responses (N = 87) on the 
CHLC ranged from six to 29 (M = 16.55, mode =15, median = 16, SD = 4.91): 
Respondents scoring high on PHLC and CHLC were considered to be exhibiting External 
Health Locus of Control (EHLC), which was the measure of interest for the purposes of 
this study. 
Conifort with medical examinations. Participants (N = 87) rated their over-all 
degree of comfort with medical examinations by means of a 5-point Likert scale. 
Endorsement of lower values was indicative of relative comfort with examinations, 
while endorsement of higher values indicated that a woman was relatively uncomfortable 
with medical examinations. For this measure, 23 women (26.4%) were "very comfortable" 
with medical examinations, 30 women (33.3%) were "comfortable" with examinations, 16 
women (18.4%) were "fairly comfortable," and 10 women (11.5%) were "slightly 
uncomfortable," while 8 women (9.2%) were "uncomfortable" with medical examinations 
(M = 2.43, SD = 1.25). 
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Statistical Analysis: 
Inferential statistics. The first hypothesis states that BMI, self-objectification, 
negative affect, and health care locus of control will predict self-reported satisfaction with 
physician care in large women. This means that the criterion of interest for Hypothesis 1 
was the measure of Patient Satisfaction Doctor Conduct Total (PST), while the predictors 
included body mass index (BMI), self-objectification (SO), negative affect (NA), and 
external health locus of control (EHLC) as measured by chance health locus of control 
(CHLC) and powerful other health locus of control (PHLC). Pearson product-moment 
correlations were calculated for (N = 87) subjects and presented in matrix on Table A3 
(see Appendix A). 
Results indicated that as BMI increased, subjects reported less satisfaction with 
care. This was evidenced by the negative relationship between BMI (M = 35.44, SD = 
6.68) and PST (M = 63.87, SD = 11.72) which was found to be statistically significant 
(r = -.282, p < .01). On the other hand, the more subjects endorsed PHLC, the more 
likely they were to also endorse satisfaction with medical care (PST). This was evidenced 
by the finding of a statistically significant positive relationship between PST and PHLC 
(r = .267, P < .01). These results are summarized on Table A2 and A3 (see Appendix A). 
Other relationships were revealed by these calculations as well. These include a 
positive relationship between BMI (M = 35.44, SD = 6.68) and NA (M = 14.61, SD = 
6.64) that was statistically significant (r = .195, p < .05), along 'with a positive 
relationship between SO (M = 15.14, SD = 12.31) and NA (M = 14.61, SD = 6.64) that 
was also statistically significant (r = .303, p < .05). In other words, higher values for BMI 
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were associated with self-reports .of increased negative affect. Similarly, higher levels of 
self-objectification were associated with greater incidence of negative affect. , 
Multiple regression analyses were then calculated to further test Hypothesis 1. 
When independent variables BMI (M = 35.44, SD:;:: 6.68), SO (M = 15.14, SD = 12.31), 
NA (M = 14.61, SD = 6.64), PHLC (M = 20.24, SD = 4.84) and CHLC (M = 16.55, SD 
= 4.19) were regressed against dependent variable PST (M = 63.87, SD = 11.72) 
statistically significant relationships were again revealed between BMI and PST, as well 
as between PHLC and PST. The obtained F ratio was statistically significant, ., 
F (5,81) = 4.23, p < .01. 
Similar results were obtained when a separate regression analysis was calculated 
for dependent variable PST and independent variables or predictors BMI and PHLC. 
This model, which predicted PST as a function of BMI and PHLOC, accounted for 
17.5% of the variability in scores (R2 = 17.5 P < .001). Beta weights are in Table A4 
(see Appendix A). In other words, as previously revealed, the larger values were for BMI, 
the less participants were willing to endorse satisfaction with medical care, while the 
greater participant endorsement of PHLC, the more likely they were to be satisfied with 
medical care. Again, ANOVA results indicated that the obtained F ratio was statistically 
significant, F (2, 84) = 8.96, P < .0001). 
Hypothesis 2 stated that there would be a positive relationship/between 
frequency of participation in regular pelvic screening examinations (PPS) and patient 
satisfaction with medical care (PST). Pearson product-moment correlations were 
conducted between BMI, SO, NA, CHLC, PHLC, PST, and PPS .. No significant 
relationship was found between PST (M = 63.87, SD = 11.72) and PPS (M = 4.68, SD = 
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3.11), r = -.049, ns. In 'other ,words, changes in levels of self-reported satisfaction with 
care were not clearly associated with changes in participation in pelvic screening 
examinations. On the other hand, a statistically significant negative relationship was found 
between NA and PPS (r = -.234, P < .05), where subjective reports of increased negative 
affect (NA) were associated with decreased participation in pelvic screening examinations 
(PPS). In order to further explore this relationship, Pearson product-moment correlations 
were calculated between NA and PPS. Again, a significant relationship was found such 
that the more negative affect was endorsed, the less likely a participant was to participate 
in pelvic screening examinations. Again, the obtained F ratio was statistically significant, 
F (1, 85) = 4:91, p < .05. 
Support was found for Hypothesis 3, which stated that there would be a positive 
relationship between self-objectification and negative affect. Pearson product moment 
correlations between SO (M = 15.14, SD = 12.31) and NA (M = 14.61, SD 6.64) were 
found to be statistically significant (r = +.303, p < .01), indicating a positive relationship 
between these two variables. The greater degree of self-objectification (SO), the more 
likely experience of negative affect (NA) would be endorsed by participants. 
Hypothesis 4 predicted a positive relationship between SO and EHLC, while 
Hypothesis 5 predicted a positive relationship between NA and EHLC. Contrary to 
expectations, no evidence was found to support either of these hypotheses 
(see Table A4). In other words, neither level of self-objectification (SO), nor degree of 
negative affect (NA) for study participants were reliably predicted by degree of 
endorsement of external health locus of control (EHLC) as measured by either powerful 
other health locus of control (PHLC) or chance locus of control (CHLC). 
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Chapter 4 
Discussion 
Implications of the Study 
Results of this study, especially the finding that increased BMI is negatively 
related to satisfaction with health care (PST), suggest that as women's body weight 
increases, the likelihood that they will report satisfaction with medical care declines. This 
finding is in accordance with fmdings of previous research (Aramburu-Drury, 1996), 
anecdotal records (Klawans, 1990; McAffee, 1997a; Rothblum et aI., 1989; & Smith, 
2001) and with Packer's (1990) finding that large women make few positive attributions 
to physicians. Large women may delay or avoid medical care, especially when they 
express low levels of satisfaction with care (Aramburu-Drury, 1996). Moreover, 
decreased satisfaction with care may impact long-term health outcomes for large women 
if, as previous research suggests (DiMatteo et aI., 1993), compliance is less likely when 
satisfaction with care is reduced. 
Given that there is an overall higher level of health risk associated with increased 
BMI, participation in regular health care visits and screening procedures is important for 
long-term health outcomes. In line with the mediation hypothesis articulated by Hall et ai. 
(1998), health care providers serving overweight and obese women could possibly 
ameliorate the tendency toward decreased satisfaction with care in this group of patients 
through increased attention to development of the doctor-patient relationship or 
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therapeutic alliance. ''Fhe mediation hypothesis postulates that physician attitudes and 
behaviors mediate patient satisfaction with care. Considering this idea, efforts to facilitate 
this relationship would be a positive first step toward increasing the likelihood that 
health care experiences for large women will be positive and lead to beneficial self-care 
practices, and ultimately to improved health outcomes for this at~risk group. 
Results of the present study highlight the importance of the doctor-patient 
relationship to satisfaction with care as well. For example, women who endorsed 
powerful other health locus of control (PHLC) also reported increased satisfaction with 
care (PST). This fmding implies that a woman's degree of comfort with trusting her 
medical care to her physician is associated with her overall satisfaction with care. This 
degree of comfort in trusting her care to a physician, as expressed by the measure PHLC, 
seems to be a moderator of the relationship between body size (BMI) and satisfaction 
with medical care (PST). According to Kazdin (1998), the nature of relationship between 
variables may be influenced by another moderating variable. In this case, PHLC appears 
to be functioning as a moderator, though what personality characteristics or events of a 
woman's life history might contribute to her degree ofPHLC are unknown. 
Considering other previous research, it appears that willingness or ability to trust 
care to one's physician is important to general health care utilization. For example, 
although Sansone et al. (1998), identified increased BMI as a predictor for the number of 
different physicians seen by a woman at the same health maintenance organization 
(HMO) site, Packer (1990), found that large women with regular personal physicians 
identified fewer reasons to avoid care. Simiiarly, Ettner (1999) found that patients with a 
usual physician participated more frequently in preventive care visits. Again, increased 
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support for development of trust· and relationship between a large Woman andcher ,. 
physician is warranted. Indeed, such efforts are part of best practice for the health care of 
all women, but seem to be particularly salient to the needs of large women. i' 
. Although statistically significant, study correlations were generally smalll:For 
example, both the negative relationship between BMI and PST and the positive 
relationship between PHLC and PST were relatively weak, each accounting for only 
about 7% variance. The combined impact ofBMI and PHLC on PST resulted in the 
strongest relationship found in the study, still accounting for less than 20% variance, 
however. These relationships may be weak because of the influence of other unaccounted 
for variables. First of all, although the sample size was adequate to insure statistical 
validity, it was still a relatively small sample. Including more women in a similar study 
could impact results. Second, women who participated in the study may differ from other 
women in important ways. For example, these women may have less body-consciousness 
in general as they were attending public facilities in gym clothes and were willing to take 
the time to complete a survey in that same public arena. Also, these women may differ 
from other women in their seemingly high levels of motivation for self-care. Although the 
study did not detennine the regularity with which subjects participated in health related 
physical activity, subjects were solicited from weight management and healthy lifestyles 
programs. Women who choose not to attend such programs, or who are unable to attend 
. such programs might respond differently to survey measures. They may, for example, 
have greater sensitivity to exposure, may have less participation in self-care in general, or 
feel greater sensitivity to treatment by physicians. 
On the other hand, that the study was conducted with generally healthy large 
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women, rather than with those identified as having a pat1icular disorder, confers certain 
benefits when examining results. Factors encountered in a healthy sample could be closer 
to those encountered in the general population. This suggests that generalizations to the 
larger community would more likely hold relevance than if a pathological or clinical 
sample were used. Special characteristics associated with clinical markers could distort, 
magnify, or otherwise impact results; 
Another benefit includes the conservative nature ofthe inclusion criteria for BMI. 
Although self-reports for height and weight were used to determine a key variable, body 
mass index (BMI), the likelihood that women would over-report their weight was 
unlikely. Ratiler, social desirability for a more normative weight could have caused some 
underreporting of weight. This, along with the fact that the study included women with a 
BMI of28 or higher, rather than being limited to those who were moderately, severely, or 
morbidly obese (BMI> 35), implies that results may be an estimation that is 
generalizeable to the community. 
Though study correlations were small, because statistical significance was found, 
and the group under study (obese women) is considered to be at risk for health problems, 
two considerations are warranted. These include first, the pursuit of further investigations 
with larger sample sizes and differing groups of women. Second, consideration of 
positive changes in health care services to large women may be important, as even small 
"5 
effects could impact health outcomes in this at-risk group (Fontaine et al., 1998). 
Besides improving the quality of physician-patient interactions and relationship, 
other interpersonal aspects of care could be assessed and improved, including auxiliary 
staff-patient interactions, and nonclinical patient communications. For example, a practice 
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could plan and provide staff inservice or training in working with overweight or obese 
women. Such efforts could enhance staff confidence in working with larger female 
patients, and help staff to communicate a positive message of caring and acceptance to 
patients. This type of effort holds importance in light of study results as well. For 
example, the study fmdingthat there was a significant negative relationship between large 
women's endorsement of experiences of negative affect (NA) and their participation in 
pelvic screening examinations (PPS) implies a possible history of unpleasant experiences 
associated with preventive care procedures. This postulated history might be due to 
troublesome interactions with nursing or other office staff. Previous research 
(Aramburu-Drury, 1996; Packer, 1990; Olsen et aI., 1994) suggests that delay and 
avoidance of care are associated with large women's perceptions of being disliked or 
stigmatized by health care providers, while other recent research (Held & Xu, 2001) 
provides support for obese person's perceptions that physicians may view them 
negatively due to their obesity. 
Similarly, the study finding that increased NA was associated with decreased 
participation in preventive care is in concert with other recent research findings. 
Although past research (Watson & Pennebacker, 1989) suggested that NA was correlated 
with high incidence of health complaints, though not with actual health outcomes, more 
,J 
recent research suggests otherwise. In fact, increased NA, along with decreased IHLC, 
was found to be associated with health-related cognitive distortions, and with inefficient 
health practices and habits (Christensen, Moran, & Wiebe, 1999). Other recent research 
found that correlates ofNA, including anxiety and hostility, were negatively associated 
with health, and possibly linked to increased risk for coronary heart disease (Adams, 
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Cartwright, Ostrove, Stewart, & Wink, 1998). Similarly, trait NA was found to be 
associated with lowered antibody responses (Marsland, Cohen, Rabin, & Manuck, 2001). 
Though low correlations found in the present study denote a conservative, cautious 
consideration, when coupled with other recent research, results seem to underscore the I 
potential impact of cognitive and affective factors on health, especially for at-risk 
populations, such as obese women. 
Overall study results, especially fmdings including the significant positive 
relationship between self-objectification (SO) and negative affect (NA), the significant 
positive relationship between increased BMI and negative affect (NA), and fmally, the 
significant negative relationship between negative affect (NA) and participation in 
preventive pelvic screening examinations (PPS), imply potential need for systematic 
identification of women at risk for decreased participation in care. If future research 
reveals a consistent pattern of results or stronger significant correlations, such efforts may 
be justified. For example, including a self-report measure for experience of negative affect 
(NA) as part of a woman's first visit could be an important feature to consider, along 
with screening for increased BMI. This type of screening could be embedded in the 
general health history that is collected from new patients, or could be obtained by a nurse 
or other office staff when blood pressure, weight, height, and presenting complaint are 
being recorded. 
Although the study hypotheses postulated that BMI, self-objectification, negative 
affect, and health care locus of control would predict patient satisfaction, and that in tum, 
patient satisfaction would predict participation in preventive care services, in fact, the 
relationship between these variables was found to be more complex and subtle than 
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expected. According to study results, I degree of reported negative affect is related to both 
BM! and self-objectification, and experience .ofnegative affect is most clearly related to 
degree of participation in preventive care services, while the relationship between patient 
satisfaction and participation in preventive care remains unexplained. Nevertheless, as the 
impact of experiences of negative affect on participation in preventive care was evidenced, 
attention to the presence of this factor in large women could have positive results for 
health care practice. 
Again, efforts to identify women at risk could include systematic screening for 
increased.BMI, evaluation of each woman's reported degree of experience of negative 
affect, assessment for the presence of self-objectification, and most importantly, careful 
attention to her history of compliance with participation in regular pelvic screening 
examinations. Moreover, efforts to provide large women with encouragement to 
participate in screening examinations, such as personalized reminders or invitations to 
schedule and attend screening appointments could improve some women's participation 
in screening care, as well as impact their overall view oftheir relationship with their health 
care provider. 
Specific, targeted interventions may improve patient-provider relationships 
(Ettner, 1999), and could result in improved participation in preventive care. For example, 
ensuring positive health care encounters, and preventing negative affective experiences 
from being cued by, or otherwise linked to, the health care setting, could include some 
very practical environmental adjustments. For instance, it is possible that through efforts 
to appropriately equip the health care setting for the comfort of larger women, care will 
be improved, and satisfaction levels will be likely to rise. In concert with this idea, 
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Ansfield (1997) suggested I that sturdy; ample, armless'chairs will make any office waiting 
area much more comfortable for all patients, especially,larger women. Additionally, 
informational health care materials and periodicals in the patient waiting area that are 
inclusive of larger-sized bodies will be an added encouragement for these patients. 
Health care practices might consider investing in modifications of their examining 
rooms, portable equipment, and other supplies, in order to provide optimal opportunities 
for care to their overweight or obese female patients. In terms of conducting accurate 
pelvic screening or other examinations with patient dignity and comfort in mind, wider 
examination tables that are bolted to the floor, appropriately sized drapes and 
examination gowns, and specially sized measurement and examination tools (such as 
blood pressure cuffs or speculum) are essential additions (Fishman, 2001; Williams, Park, 
& Kline, 1992). 
Patient education, through development of public health programs or local practice 
outreach and advertisement, might also be an important effort to pursue. Inclusion of 
large-bodied women in health literature would be a good first step. Our society's 
enhanced awareness of the need for such multicultural sensitivity has impacted 
dissemination of public information in textbooks, magazines, billboard displays, and other 
modes of communication. Similarly, health care practices and public health educators 
could modifY or enhance their current patient education materials thro~gh inclusion of 
positively-framed representations of large-bodied persons in pamphlets, advertisements, 
videos, or other communications media. 
Knowledge of specific health risks addressed by screening procedures needs to be 
communicated to this population. Print media or other information about what to expect 
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during a pelvic screening examination could improve patient knowledge and possibly 
reduce anxiety concerning the exam as welL These materials could be developed with the 
amply-sized woman in mind, with the understanding that their content would be most 
effective when communicated in the context of size acceptance. Consequently,an ',\ . 
increased awareness of their own prejudices around body size and shape issues would be 
beneficial for health care professionals, especially as a patient's perception of relational 
devaluation may trigger negative affect, which in turn may lead to avoidance behavior 
(Leary, Springer, Negel, Ansell, & Evans, 1998). 
Public health initiatives might be developed to address issues related to improving 
preventive and other health care for overweight and obese women. These could be 
modeled after successful forward-thinking programs in place elsewhere, such as the 
Health Canada initiative (Berg, 2001). For example, efforts to reduce social pressure for 
thinness, along with increased emphasis on healthy lifestyles at any size, are ideals that 
could be encouraged through positive public health communications. Such media efforts 
could be initiated by national, state, or local community health organizations, as well as 
by agencies responsible for training health professionals. 
Limitations of the Study 
There are several important limitations to the present study. First of all, the study 
findings are preliminary in nature as very little investigative work has been conducted to 
study overweight and obese women's levels of satisfaction with health care or their 
participation in preventive care practices. Though this study does represent one of the 
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fIrst investigations to attempt to quantifY the impact of specifIc attitudinal factors 
(SO, NA, HLOC) on satisfaction with care (PST) and participation in pelvic screening 
examinations (PPS) for large (BM! > 28) women, continued investigations are needed in 
order to uncover specifIcs of other potential contributing factors and to increase 
understanding into how best medical practice can be accomplished for large women. 
Literature in the past has suggested that women with increased BMI are less satisfIed 
with health care (Aramburu~Drury, 1996; Packer, 1990). Additionally, results from 
several previous studies indicate that increased .aMI is also associated with delays in 
seeking medical care, especially preventive care services (Aramburu-Drury, 1996; 
Fontaine et aI., 1998; Olsen et aI., 1994; Packer, 1990; Sansone et aI., 1998). This 
situation creates problems as not getting the care needed in a timely manner may cause 
some cases to be much more complicated when screening is fInally accomplished or when 
women who have delayed care eventually see a physician. 
Another possible limitation of the study is that, given the limited information 
collected concerning large women and their health care experiences, formulation of study 
hypotheses was possibly constrained by this relative dearth of knowledge in the field. It 
is possible that more qualitative information needs to be gathered from overweight and 
obese women concerning their experiences with medical care in order to best defme the 
~ 
quantillable variables that would best be investigated. Nevertheless, there is great need for 
continued investigation into large women's health care needs and experiences. 
A third limitation of the study includes its methodology. Cross-sectional 
observational methodology and correlationai analyses, includinKmultiple regression were 
utilized. By nature, these methods of data collection and interpretation preclude 
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assumption of a causal relationship between variables, and are vulnerable to the effects of 
even one influential subject whose scores~substantially differ from others. Moreover, the 
exact nature of the relationship between variables cannot be ascertained by these methods. 
Consider; for example, the relationship between negative affect and BMI revealed by the 
present study. Does a woman's experience of negative affect lead to increased BMI (via 
stress-related overconsumption, for example), or does having increased BMI impact how 
much negative affect a woman experiences? On the other hand, are these two variables 
both impacted by some other unknown factor? The methodology utilized for the study 
cannot begin to addressisuch specific questions; rather it c~ only illustrate that two 
variables share a positive or negative relationship of unknown causality. Although it is 
useful to identify and examine patterns of relationship between variables, especially when 
little is known about a problem, the identification of causal factors permits the 
development of specific solutions to the problem under study. 
Analysis of study data by means of correlation and multiple regression may have 
introduced greater potential for Type I error, despite protective factors such as having 
established a reasonable level for alpha (.05), power (.80), and an adequate number of 
subjects (87) in the study. This means that as the number of comparisons made between 
study variables increases, the study-wise risk for finding results that are actually spurious 
;£ 
also increases. Specifically, redundancy may be a factor impacting the findings associated 
with a criterion of interest when either multiple correlations or multiple regression 
analyses are performed, though these risks are higher when many independent variables 
are considered. 
A fourth difficulty is that sampling procedures used for this study may have 
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limited the generalizeability10f study results. Participants for the study were solicited 
from fitness and healthy lifestyle programs in the greater Philadelphia metropolitan area. 
Though the study did not determine how consistent these women were in attending these 
programs, the women may differ from other women who are either unwilling or unable to 
attend such programs. Additionally, the resulting sample of the population were 
characterized by relatively high levels of educational attainment, with the majority having 
attended college or graduate school. The sophistication of this sample, along with the 
likelihood that their socioeconomic status is relatively high, suggests that this group may 
differ from the general population in ways that could impact study results. 
Additionally, sampling procedures eliminated the potential for including women 
who only exercise at home or who do not exercise at all. There are a multitude of reasons 
why women might not attend a fitness program outside of their homes. Finances could be 
a problem, as could work schedules and responsibilities. Religious beliefs or cultural 
values might preclude some women's attendance at fitness centers. Also, some 
overweight or obese women might not attend because of sensitivity to being observed 
(Fredrickson et al., 1998). The sample for this study may be different than other obese 
women, because participants for this study chose to participate in a fitness activity, 
whereas many obese persons live secluded lives and engage in few activities during leisure 
time (Kuskowska-Wolk & Rossner, 1990). 
On the other hand, results of this study may be similar to what would be found if 
a more representative sample were used. Were the study to include women with less 
education or oflower socioeconomic status, for example, it is possible that correlations 
between study variables would be similar but higher. 
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Another reason findings might be limited is because only four measures were used 
to detect presence and influence of affect, attitudes, or attributional style. There are 
certainly other possible measures or attributes that could be studied in terms of impact on 
satisfaction with care and participation in pelvic screening examinations. For example, 
possible links between anxiety, NA and hostility and their potential to impact on the 
health practices of obese persons could be explored in depth. Additionally, variables not 
measured could account for the fmdings ofthis study. For example, a woman's history of 
physical or sexual abuse could impact her participation in care and degree of comfort with 
physical examinations. The study did not examine such issues through either collection of 
demographic information or survey questions. Similarly, no information was collected 
concerning women;s diet and weight loss histories, though it is conceivable that weight 
consciousness could contribute to avoidance of care (Olsen et aI., 1994). Though cultural 
factors or socioeconomic level could also have a bearing on a woman's health care history 
and experience, women were not queried concerning racial or ethnic background. 
Additionally, though some socioeconomic information was obtained in the form of 
employment status and level of education, actual income levels were not assessed. Given 
that socioeconomic status has been linked to incidence of obesity in women, such 
information might have been beneficial to the study, especially because of the previous 
fmding of differential physician interactions with patients from lower income groups 
(Dungal, 1978; Bertakis et aI., 1993). 
Use of only four measures may have impacted results in other subtle ways as 
well. Many researchers choose to utilize multiple measures or different forms of 
assessment in order to generate results that reflect the multifaceted and complex nature of 
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the psychological constructs examined in research (Kazdin, 1998). Using only one 
measure to evaluate each construct does not take this potential complexity into account. 
Additionally, effects that are identified between two measures could really be due to an 
unrecognized commonality, which could indicate the two are really part of one larger 
construct, and not actually independent (Kazdin). 
Considerations for Future Research 
The findings of this preliminary research are consistent with other related research 
(Adams et aI., 1993; Aramburu-Drury, 1996; Fontaine et aI., 1998; Olsen et al., 1994; 
Packer, 1990), as well as with the growing body of anecdotal and other evidence 
concerning health care experiences of overweight or obese women (Fishman, 2001; 
Klawans, 1990; Lyons & Miller, 2000; McAffee, 1997a; Packer, 1990; Smith, 2001). For 
example, as in the present study, small but statistically significant correlations were found 
by Aramburu-Drury (1996) in her examination of weight-related delays in care for 
overweight or very overweight women. Similarly, though Adams et ai. (1993) did not 
report results in terms of correlations, findings indicated that about 4% of the total 
sample were unlikely to participate in pelvic screening examinations due to the combined 
impact of weight and reluctance. On the other hand, Olsen et ai. (1994) reported a 
stronger effect by means of an odds ratio (3.885, 95% CI = 1.509 to 10.274) for delay in 
care due to weight, with 13% of their sample having del,ayed or avoided care due to 
weight. Similarly, Fontaine et ai. (1998) reported odds ratios for delay or avoidance of 
care. They examined several types of preventive care, including gynecological (pelvic) 
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exams and Papanicolaou (Pap) smears, and found that for obese women (BMI 35), as 
compared to nonobese women, (BMI 25), the odds ratio for.delay or avoidance of a Pap 
smear was 1.29 (p = .02), and was 1.39 (p = .001) for pelvic exams. An entirely different 
means of data collection and evaluation was used by Packer (1990) in her study of two 
. groups of obese women. Her qualitative data revealed that more than half of her obese 
subjects avoided care, including needed care when they were symptomatic. Taken 
together, results of previous studies and the present study are indicative of a modest but 
potentially important relationship between a woman's body weight and her experience 
and participation in health care that could hold clinical importance for this at-risk group. 
Because the four measures used are well supported in terms of validity and 
reliability concerns, replication of this study should yield similar results. However, 
future research could benefit from the use of a broader range of psychological measures to 
obtain a more detailed picture of factors impacting women's health care experiences. 
Other considerations for future research include studying a larger number of women, as 
well as people from differing geographic, cultural and socioeconomic backgrounds in order 
to examine both shared characteristics and experiences and discern unique differences that 
may exist among the general population of larger-bodied women. Similarly, investigation 
of the same or similar variables in normal weight women would be a worthy research 
4 
endeavor. Replication of the study using women with normal or low BMI could 
determine whether any relationship between their BMI and level of satisfaction with care 
(PST) exists, and results could be compared to those of overweight and obese women. 
Another reasonable direction for future research could include examination of 
whether and how factors such as early onset obesity, dieting history, family attitudes, 
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along with experiences ofd:easing"discrirnination, or abuse might be related to women's 
health and self-care practices. Such an endeavor would fit well with Friedman and 
Brownell's (1995) charge to the research community to engage in efforts to uncover 
patterns that are linked to obesity-related distress. 
Another reason to examine these variables in future research is the possibility that 
each may be a moderating factor on the relationship between a woman's body mass 
(BMI) and her self-reported degree of satisfaction with medical care (PST). Anecdotal 
records suggest that large women may experience personal devaluation during health care 
encounters (Klawans, 1990; McAffee, 1997a; Rothblum et aI, 1989; Smith, 2001). It is 
possible that a history of such experiences could moderate the degree or nature of the 
relationship between BMI and PST. Further investigation could clarify the role of this 
potential moderator. 
Onset of obesity could be another moderating influence on the relationship 
between BMI and PST. Women who gain weight during adulthood, perhaps due to 
pregnancy or aging may differ from those who have a longer history of overweight or 
obesity. For example, Packer (1990) found that women who were fat from childhood 
reported more frequent change in physicians. Such changes could imply repeated 
impairment to the development of a patient-physician relationship. Future research could 
consider how onset of obesity might otherwise impact large women's s~tisfaction with 
care. 
As body mass increases, health care visits per year also increase (Fontaine et al., 
1998). This phenomenon could be related to poor health, decreased perceptions of health 
for larger persons, or low satisfaction with care and the phenomenon of doctor switching, 
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or to some other unknown factor~' Examination of actual health records ,could help to 
determine whether poor health or decreased perceptions of health are the reason for this 
type of increased utilization of health care services (as opposed to low utilization of 
preventive care services). Whether actual health status is impaired or perceptions of 
health are impaired, the relationship between BMI and satisfaction with care could be 
influenced by either of these variables. Future research could help to delineate how these 
factors interact to impact large women's overall experience of, and participation in, health 
care servlCes. 
One salient research endeavor related to the study would be further investigation 
of negative affect, given study results that indicate a significant negative relationship 
between participation in preventive care and endorsement of negative affect. First of all, it 
is unclear what factors might contribute to large women's experience and reports of 
negative affect. In-depth exploration ofwomen's personal histories could reveal patterns 
of events that predict endorsement of negative affect. Examination of whether women 
with more difficult life circumstances or lifestyles necessarily report more negative affect 
would be useful in determining how interventions would best be targeted. On the other 
hand, some feature of personality may be the actual predictor for negative affect, and thus 
an influence on participation in preventive care. In general, little is known about what 
factors influence large women's health care experiences and practices. Subsequent research 
will add to the body of knowledge concerning large women's experiences with health care, 
will guide the queries of future researchers, and illuminate the findings of the present 
study and other preliminary works. 
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Summary and Closing Remarks ' 
The study represents a move toward empirical exploration of factors contributing 
to large women's·satisfaction with health care and effects on their participation in 
preventive care services. StudY'fmdings linking increased BMI to lower levels of 
satisfaction with health care are in accordance with previous :research and imply the need 
for increased attention to fostering positive care relations with large women. In light of 
study findings that increased negative affect was negatively related to participation in 
preventive care services, further research is warranted into its nature, causal pathways, 
and range~of potential impacts on individual experience related to health and self-care. 
Continued exploration of attitudinal and affective, as well as situational, factors 
impacting on large women's health care experiences is important because of the potential 
for health risks associated with obesity or increased BMI. The proportion of our 
population with increased BMI is continuing to increase despite concerted efforts by 
scientists, health professionals, and others to find a way to reverse that trend. As Wadden 
and colleagues (2002) recently pointed out, this situation predicts several things, including 
the possibility that more people will experience obesity-related distress, increased 
burdens will probably impact the health care system due to health risks associated with 
obesity, and the need for obesity-related research will expand. The present study is one 
small addition to the growing body of knowledge concerning large women's health. Much 
more research is needed to ensure that reasonable care, formulated around identifiable and 
quantifiable principles of best practice, may be offered to all women, especially obese 
women. 
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Appendix A 
Tables. 
Table Al 
Overview of Demographic Statistics Used in Stud v Calculations (N = 87) 
Measure Range Mean SD 
Subject Age 19 -75 45.74 13.42 
Body Mass Index 28.15 - 50.39 35.44 6.68 
Subject Height 60.00 - 71.00 64.08 2.67 
Age Sexua:lly Active 13 - 25 18.97 2.70 
Number of Children 0-5 1.46 1.31 
Pelvic Exams Last 5 yrs. 0-20 4.68 3.11 
Months Since Last Exam 0-204 11.85 25.78 
BDI-II Score 0-38 9.02 8.17 
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Table Al 
Measure Fre<!Hency Percent 
Educational Level 
High School 2 2.3% 
High School Graduate 15 17.2% 
College 24 27.6% 
College Graduate 18 20.7% 
Graduate School 7 8% 
Graduate Degree 16 18.4% 
Other 5 5.7% 
Employment Status 
Unemployed 24 27.6% 
Full Time 51 58.6% 
Part Time 12 13.8% 
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Table Al 
Measure Frequency Percent 
Type ·bf Health Insurance 
Medicare 6 6.9% 
Medicaid 1 1.1% 
HMO 37 42.5%.,-
Blue Cross/Shield 31 35.6% 
Pri vate Insurance 8 9.4% 
Other 2 2.3% 
Uninsured 2 2.3% 
Supplemental Insurance (Dental, Vision, Drug) 
None 33 37.9% 
One Type 7 8.0% 
Two Types 15 17.2% 
Three Types 32 36.8% 
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Table Al 
Measure Frequency Percent 
Relationship Status 
Single 25 28.7% 
Married 48 55.2% 
Divorced 9 10.3% 
Widowed 2 2.3% 
Remarried 1 1.1% 
Partnered 2 2.3% 
Status of Sexual Activity 
Not Currently Active 21 24.1% 
Currently Active 66 75.9% 
Believe Self to be Overweight 
Yes 82 94.3% 
No 5 5.7% 
Duration of Overweight 
Childhood Onset 18 20.7% 
Weight Cycles 13 14.9% 
One Year 2 2.3% 
Two Years> 8 9.2% 
Five or More Years 43 49.4% 
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TableAl . 
Measure Frequency Percent 
Type of Physician Performing Pelvic Examinations 
Primary Care 8 9.4% 
Obstetrician/Gynecologist 69 81.2% 
NurselPractitioner 6 7.1% 
Midwife 1 1.2% 
Other 1 1.2% 
Location of Data Collection 
YMCA (A) 33 37.9% 
YMCA (F) 12 13.8% 
YMCA (R) 6 6.9% 
Becoming Center 9 10.3% 
Lucille Roberts 12 13.8% 
Fitness With Bliss 13 14.9% 
PCOM (WW) 2 2.3% 
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Table'AI 
;i 
Measure Frequency Percent 
Ever Participated in Pelvic Examination 
Never 2 2.3% 
Yes 85 97.7% 
Pelvic Exam in the Past Year 
No 19 21.8% 
Yes 68 78.2% 
Thoughts of Suicide 
Never 57 65.5% 
Past Thoughts 30 34.5% 
Current Thoughts of Suicide 
None 87 100% 
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TableA2 
Overview of Study Measures (N= 87) 
Measure Range Mean Standard Deviation 
BDI-II 0-38 9.02 8.17 
BMI 28.15 - 50.39 35.44 6.68 
PST 36 - 94 63.87 11.72 
SO 0-50 15.14 12.31 
NA 10 - 39 14.!61 6.64 
CHLC 6 - 29 16.55 4.87 
PHLC 10 - 34 20.24 4.84 
Comfort wlExam 1 - 5 2.43 1.25 
PPS 0-20 4.68 3.11 
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Table A3 
Matrix of Study correlations 
Measure BMI SO NA CHLC PHLC PST PPS 
BMI 1 -.072 .195* .024 -.116 -.282** -.091 
SO .072 1 .303** .101 -.072 .010 -.111 
NA -.195* .303** 1 .008 .095 -.139 -.234* 
CHL .024 .101 .008 1 .118 -.151 -.022 
PHLC -.116 -.072 .095 .118 1 .267** .045 
PST " -.282** .010 -.139 -.151 .267** 1 -.049 
PPS -.091 -.111 -.234* -.022 .045 -.049 1 
Note: Significance at the .05 level is denoted by (* )and at the .01 level by (**) 
Table A4 
Beta Weights for Regressions 
Regression A: 
Dependent Variable: PST 
Predictors: BMI and PHLC 
Constants 
BMI 
PHLC 
Regression B: 
B 
-.508 
.654 
Standard Error 
.175 
.242 
Dependent Variable: PST 
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Beta 
-.289 
.270 
t Significance 
-2.900 .005 
2.706 .008 
Predictors: CHLC, NA, PHLC, BMI, SO 
Constants B Standard Error Beta t Significance 
CHLC -.300 .240 -.126 -1.251 .215 
NA -.263 .191 -.149 -1.380 .171 
PHLC .747 .247 .309 3.021 .003 
BMI -.435 .181 -.248 -2.401 .019 
SO 6.370E-02 .101 .067 .628 .532 
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; Appendix B 
INFORMRED CONSENT FORM 
Title of Study 
Predictors of Large Women's Satisfaction With Health Care 
PURPOSE 
The purpose of this research is to find out how satisfied women feel with their health 
care and effects on their use of health care services. 
You are being asked to be in this research study because you meet the study 
qualifications of being a female age 18 or older, having a Body Mass Index (BMI) of 
at least 28, and the ability to read and write in English. If you are pregnant, are 
feeling suicidal, have a BMIless than 28, or are unable to read and write in English, 
you can not be in this study. 
INVESTIGATOR(S) 
Responsible Investigator: Virginia M. Koutsouros, M.A.; M.S.; b.C.I.A.C. 
Department: Doctoral Candidate, PCOM Department of Psychology 
Address: 4190 City Avenue, Philadelphia, PA 19131 
Phone: 215-782-8972 
Principal Investigator: Stephanie Felgoise, Ph.D. 
Department: Psychology 
Address: 4190 City Avenue, Philadelphia, PA 19131 
Phone: 215-871-6543 
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The doctors and scientists at Philadelphia College of Osteopathic Medicine 
(PCOM) do research on diseases and new treatments. The survey questionnaire 
procedure you are being asked to volunteer for is part of a research project. 
If you have any questions about this research, you can call Dr.Stephanie Felgoise at 
(215) 871-6543. 
If you have any questions or problems during the study, you can ask Dr. Felgoise, 
who will be available during the entire study. If you want to know more about Dr. 
Felgoise's background, or the rights of research subjects, you can call Dr. John 
Simelaro, Chairperson, PCOM Institutional Review Board at (215) 871-6337. 
DESCRIPTION OF THE PROCEDURES 
Participation in this study will require you to fill out a screening questionnaire and the 
Beck Depression Inventory, which will require about ten minutes. Additionally, you 
will be asked how you feel about having a medical exam. Although you will not be 
asked to have a medical exam as part of this study, you will be asked about your 
attitude about having a pelvic exam. 
Persons who meet the study requirements will be provided with an opportunity to 
complete the survey questionnaire, which will require about fifteen minutes. It is 
expected that both the screening and the survey will be completed in one brief 
visit. 
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POTENTIAL BENEFITS 
Participation in this study may increase your awareness of your health care needs 
and preferences. You will receive an informational packet of materials concerning 
women's health and well-being, and you will be provided with referrals for health 
care needs that you identify as a result of participation in the study. 
You may not benefit from being in this study. Other people in the future may 
benefit from what the researchers learn from the study, though. 
RISKS AND DISCOMFORTS 
A potential. risk to participation in this study is that it mayor may not cause 
uncomfortable feelings, as you will be asked to respond to questions about your 
health, experience of medical care, and feelings about yourself. 
AL TERNATIVES 
The other choice is not to be in this study. 
PAYMENT 
You may not receive any payment for being in this study, though you will be 
entered into the study lottery and will have one in twenty chance td win a modest 
cash prize of $100 dollars U.S. funds for your participation. Alternately, if you do not 
meet the study requirements but have completed the screening questionnaire, you 
will be entered into the screening lottery and will have a one in twenty chance to win 
$25 U.S. funds. 
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CONFIDENTIALITY 
All information and medical records relating to your participation will be kept in a 
locked file. Only the doctors, members of the Institutional Review Board, and the 
U.S. Food and Drug Administration will be able to look at these records. If the 
results of this study are published, no names or other identifying information will be 
used. 
REASONS YOU MAY BE TAKEN OUT OF THE STUDY WITHOUT YOUR 
CONSENT 
If health conditions occur that would make staying in the study possibly dangerous to 
you, or if other conditions occur that would damage your health, Dr. Felgoise or her 
associates may take you out of this study. In addition, the entire study may be 
stopped if dangerous risks or side effects occur in other people. In this form of 
psychological research there are no expected risks or side effects. 
NEW FINDINGS 
If any new information develops that may effect your willingness to stay in this study, 
you will be told about it. 
INJURY 
If you are injured as a result of this research study, you will be provided with 
immediate necessary medical care. However, you will not be reimbursed for medical 
care or receive other payment. PCOM will not be responsible for' any of your bills, 
including any routine medical care under this program or reimbursement for any side 
effects that may occu~ as a result of this program. 
If you believe that you have suffered injury or illness in the course of this research, 
you should notify John Simelaro, D.O., Chairperson, PCOM Institutional Review 
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Board at (215) 871-6337. A review by a committee will be arranged to determine if 
your injury or illness is a result of your being in this research. You should also contact 
Dr. Simelaro if you think you have not been told enough about the risks, benefits, or 
other options, or that you are being pressured to stay in this study against your 
wishes. 
VOLUNTARY PARTICIPATION 
You may refuse to be in this study. You voluntarily consent to be in this study with 
the understanding of the known possible effects or hazards that might occur while 
you are in this study. Not all the possible effects of the study are known. 
You may leave this study at any time. 
You also understand that if you drop out of this study, there will be no penalty or 
loss of benefits to which you are entitled. 
I have had adequate time to read this form and I understand its contents. I have 
been given a copy for my personal records. 
I agree to be in this research study. 
Signature of Subject ________________ _ 
Date: I 1 _____ Time: ______ "'.AM/PM 
Signature of Witness: _______________ _ 
Date: I 1 _____ Time: ______ AM/PM 
Signature of Investigator: _______________ _ 
Date: I 1 _____ Time: ______ AM/PM 
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Appendix C. ,;'; '," 
Screening Questions 
1. Thank you for responding to our request for participants in the Women's Health 
Care Study. You will be asked to provide some background information in order to 
determine if you are eligible to participate. If you wish to participate, please provide 
the information requested below as accurately as possible. Feel free to ask 
questions if there is anything that is unclear or that you feel requires further 
explanation. 
2. Please record your name, address, and phone number in the space provided. 
Although results are completely anonymous, it may be necessary to contact you in 
case of any question about your answers. Additionally, in order to be entered in the 
cash lottery, this information will be necessary. 
Name: __________________________________ __ 
Street Address:. _________________ _ 
Town:, _________ State:, ___ Zip Code:, __ 
Phone # and area code:, ___________ _ 
Best day and time to call:, _______ _ 
3. Do you speak, read and write English as your first language? Circle: Yes No 
4. If English is not your first language, do you consider yourself to be fluent in the 
English language? Circle: Yes No 
5. Please rate your comfort with reading and writing answers to survey questions: 
a. Completely at ease __ 
b. Comfortable __ 
c. Fairly comfortable __ 
d. Slightly uncomfortable __ 
e. Uncomfortable __ 
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6. Please describe your level of education by' checking the item that best describes 
you: 
a. Some High School_ 
b. G.E.D. 
c. High School Graduate __ 
d. Some college_ 
e. College graduate_ 
f. Some graduate school_ 
g. Graduate degree __ 
h. Other: (Please describe) _____________ _ 
7. Please answer the following questions as accurately as possible. 
a:. Please list your height _________ _ 
b. Please list your current weight ______ _ 
c. Please list your date of birth and current age: 
Date of birth: (Month) (Day) (Year) __ _ 
Current age: ___ _ 
d. Marital status: Please circle those that apply to you 
Married Single Divorced Widowed· Remarried 
e. Are you sexually active? Circle: Yes No 
1. If you answered ''Yes'' please list the age at which you first 
became sexually active _____ _ 
f. Have you ever had a pelvic examination (bi-manual exam or pap smear) 
Please circle: Yes No 
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g. If you answered ''Yes'' to the last questionj:please list the number of pelvic 
examinations you've had: 
1. Number of pelvic exams in the past five years __ _ 
2. Did you have an exam in the past year? Circle: Yes No 
3. How long has it been since your last pelvic exam? ____ _ 
4. Please check which type of professional provided the exam: 
a. Primary care physician, __ 
b. Gynecologist or Obstetrician, __ _ 
c. Nurse-Practitioner __ _ 
d. Midwife __ 
e. Other (Please describe ) __ 
h.Please rate your general degree of comfort with medical examinations by 
checking the category that best applies to you: 
1. Very comfortable--no problem __ 
2. Comfortable--feel OK about it __ 
3. Fairly comfortable--sometimes feel minor concern __ 
4. Slightly uncomfortable--feel some discomfort __ 
5. Uncomfortable--dislike exams __ 
LOo you have children? Circle: Yes No 
j. Please list the age and sex of each child if you have children, and indicate if 
you are the birth mother or guardian of each child. 
1. Age: Sex: __ Birth mother Guardian __ 
2. Age: Sex: __ Birth mother Guardien __ 
3. Age: __ Sex: __ Birth mother __ Guardian __ 
4. Age: Sex: __ Birth mother Guardian __ _ 
5. Age: Sex: __ Birth mother Guardian __ 
6. Age: Sex: __ Birth mother Guardian __ 
8. Do you or others consider yourself to be overweight? Circle: Yes No 
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9. If you answered "Yes" to the last question, please describe how long you 
believe you have been overweight by checking the items that apply to you: 
a. Since childhood __ 
b. My weight cycles between "normal" and "overweight" __ 
c. Overweight for about a year __ 
d. Overweight for about two years __ 
e. Overweight for five or more years __ 
10.Are you currently employed outside of your home? Circle Yes No 
11. If you answered "Yes" to the last question, please describe your employment 
by checking the items that best apply to you: 
a. Full time employment at one job site (40 hours per week) __ _ 
b. Part-time employment ___ _ 
1. more than 20 hours per week_ 
2. 20 hours per week_ 
3. less than 20 hours per week __ 
4. employed at one job __ 
5. work for more than one employer on a part-time basis __ 
6. Other (please describe) ____________ _ 
12. Please describe the type of health insurance coverage you have by 
checking all items that apply to you from the following list: 
a. Medicare __ 
b. Medicaid __ 
c. Health Maintenance Organization (HMO) __ 
d. Blue Cross/Blue Shield __ 
e. Other Private Insurance (ex=SignalPrudential) __ 
f. Major medical only __ 
g. Prescription drug program, __ 
h. Vision Program __ 
i. Dental Program, __ 
j. Other (Please describe) _______________ _ 
k. Uninsured __ 
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13. As part of this study, it is important to determine"each person's current mood. 
Please answer the following question as honestly as possible: 
a. Have you ever thought about committing suicide? Circle: Yes No 
b. Did you, think about committing suicide today? Circle: Yes No 
14. I will need to ask you some additional questions about your mood. Please let 
me know that you have completed the other parts of this screening questionnaire. 
Thank you 
Administer the Beck Depression Inventory and score. 
Thank th!3 woman for her participation and provide her with an appropriate 
counseling referral if needed, inform her that she will receive both informational 
materials and will be included in the respondent's lottery. Alternately, if the 
respondent meets participation requirements, provide her with the survey 
questionnaire and subsequently with information on the participant's lottery. 
Instructions: 
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Appendix D 
Survey Questionnaire 
There are four sections in this questionnaire. Please answer as completely as 
possible. Most of the questions ask you to rate your experiences either by degree 
or to arrange items by level of importance to you. Each section has its own brief set 
of instructions. If you have any questions about any of the items, or need further 
direction on how to complete any part of the survey, please notify the researcher on 
site. Your questions will be answered promptly. Thank you for your participation. 
Patient Satisfaction Questionnaire (PSQ) 
Please read each statement carefully and circle the number next to the response 
choice that best describes how you feel about each statement. 
1. I'm very satisfied with the medical care I receive. 
1 
Strongly Agree 
2 
Agree 
3 
Not$ure 
4 5 
Disagree Strongly Disagree 
2. Doctors let their patients tell them everything that the patient thinks is important. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
3. Doctors ask what foods patients eat and explain why certain foods are best. 
1 
Strongly Agree 
2 
Agree 
3 4 5 
Not Sure Disagree Strongly Disagree 
4. I think you can get medical care easily even if you don't have money with you. 
1 
Strongly Agree 
2 
Agree 
3 4 5 
Not Sure Disagree· Strongly Disagree 
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5. I hardly ever see the same doctor when I go for medical care. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
6. Doctors are very careful to check everything when examining their patients. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
7. We need more doctors in this area who specialize. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
5 
Strongly Disagree 
8. If more than one family member needs medical care, we have to go to different 
doctors. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
9. Medical insurance coverage should pay for more expenses than it does. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
10. I think my doctor's office has everything needed to provide complete medical 
care. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
11. Doctors never keep their patients waiting, not even for a minute. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
12. Places where you can get medical care are conveniently located. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
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13. Doctors act like they are doing their patients a favor by treating them. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
14. The amount charged for medical care services is reasonable. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
15. Doctors always tell their patients what to expect during treatment. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
16. Most people receive medical care that could be better. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
17. Most people are not encouraged to get a yearly exam when they go for 
medical care. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
18. If I have a medical question, I can reach someone for help without any problem. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
19. In an emergency, it's very hard to get medical care quickly. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
20. I can arrange for payment of medical bills later if I'm short of money now. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
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21. I am happy with the coverage provided by medical insurance plans. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
22. Doctors always treat their patients with respect. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
23. I see the same doctor just about every time I go for medical care. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
24. The amount charged for lab tests and x-rays is extremely high. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
25. Doctors don't advise their patients about ways to avoid illness or injury. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
26. Doctors never recommend surgery (an operation) unless there is no other way 
to solve the problem. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
27. Doctors hurt many more people than they help. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
5 
Strongly Disagree 
28. Doctors hardly ever explain the patient's medical problems to him. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
29. Doctors always do their best to keep the patient from worrying. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
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30. Doctors aren't as thorough as they should~e. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
31. It's hard to get an appointment for medical care right away. 
1 2 3 4 
Strongly Agree Agree Not Sure Disagree 
32. There are enough doctors in this area who specialize. 
1 2 3 4 
Strongly Agree Agree Not Sure Disagree 
33. Doctors always avoid unnecessary patient expenses. 
1 
Strongly Agree 
2 
Agree 
3 4 
Not Sure Disagree 
5 
Strongly Disagree 
5 
Strongly Disagree 
5 
Strongly Disagree 
..::::.' 
34. Most people are encouraged to get a yearly exam when they go for medical 
care. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
35. Office hours when you can get medical care are good for most people. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
36. Without proof that you can pay, it's almost impossible to get admitted to the 
hospital. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
37. People have to wait too long for emergency care~ 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strong~ Disagree 
5 
Strongly Disagree 
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38. Medical insurance plans pay for most medical expenses a person might have. 
1 
strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
39. Sometimes doctors make the patient feel foolish. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
5 
Strongly Disagree 
40. My doctor's office lacks some things needed to provide complete medical care. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
41. Doctors always explain the side effects of the medicine they prescribe. 
1 2 3 4 5 
Strongly AWee Agree Not Sure Disagree Strongly Disagree 
42. There are enough hospitals in this area. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
43. It takes me a long time to get to the place where I receive medical care. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
44. Just about all doctors make house calls. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
45. The care I have received from doctors in the last few years ii just about perfect. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
46. Doctors don't care if their patients worry. 
1 2 3 4 5 
strongly Agree Agree Not Sure Disagree Strongly Disagree 
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47. Sometimes doctors take unnecessary risks"in treating their patients. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
48. In an emergency, you can always get medical care. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
49. The fees doctors charge are too high. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
50. Doctors are very thorough. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
51. The medical problems I've had in the past are ignored when I seek help for a 
new medical problem. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 5 
Disagree Strongly Disagree 
52. Parking is a problem when you have to get medical care. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
53. There are enough family doctors around here. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
5 
Strongly Disagree 
54. Doctors never expose their patients to unnecessary risk. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
55. Doctors respect their patient's feelings. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
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56. It's cash in advance when you need medical care. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
57. Doctors never look at their patient's medical records. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
5 
Strongly Disagree 
58. There are things about the medical care I receive that could be better. 
1 
Strongly Agree . 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
59. When doctors are unsure what's wrong with you, they call in a specialist. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
60. When I seek care for a new medical problem, they always check up on the 
problems I've had before. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
61. More hospitals are needed in this area. 
1 2 3 4 5 
Strongly Agree Agree Not Sure Disagree Strongly Disagree 
62. Doctors seldom explain why they order lab tests and x-rays. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
63. I think the amount charged for emergency room service is reasonable. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
64. Sometimes doctors miss important information which th~ir patients give them. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
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65. My doctor treats everyone in my family when they need care. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
66. Doctors cause some people to worry a lot because they don't explain medical 
problems to patients. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
67. There is a big shortage of family doctors around here. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
5 
Strongly Disagree 
68. Sometimes doctors cause their patients unnecessary medical expenses. 
1 
Strongly Agree 
2 
Agree 
3 
Not Sure 
4 
Disagree 
5 
Strongly Disagree 
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The Self-Objectification Questionnaire (SOQ) 
We are interested in how people think about their bodies. The questions 
below identify 10 different body attributes. We would like you to rank order these 
body attributes from that which has the greatest impact on your physical self-concept 
(rank this a "9") to that which has the least impact on your physical self-concept (rank 
this a "0"). 
Note: It does not matter how you describe yourself in terms of each attribute. 
For example, fitness level can have a great impact on your physical self-concept 
regardless of whether you consider yourself to be physically fit, not physically fit, or 
any level in between. 
Please first consider all attributes simultaneously, and record your rank 
ordering by writing the ranks in the rightmost column. 
IMPORTANT: Do Not Assign The Same Rank To More Than One Attribute! 
9= greatest impact 
When considering your physical self-concept... 
8= next greatest impact 
1 = next to least impact 
0= least impact 
1 .... what rank do you assign to physical coordination? __ 
2 .... what rank do YOW assign to health? __ 
3 .... what rank do you assign to weight? __ 
4 .... what rank do you assign to strength? __ 
S .... what rank do you assign to sex appeal? __ 
6 .... what rank do you assign to physical attractiveness? __ 
7 .... what rank do you assign to energy level (e.g., stamina)? __ 
8 .... what rank do you assign to firm/sculpted muscles? __ 
9 .... what rank do you assign to physicalfitness level? __ 
10 .... what rank do you assign to measurements (e.g., chest, waist, hips)? __ 
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PANAS 
This scale consists of a number of words that describe different feelings and 
emotions. Read each item and then mark the appropriate answer in the space next 
to that word. Indicate to what extent you feel this way at this moment. Use the 
following scale to record your answers. 
1 2 3 4 5 
very slightly a little moderately quite a bit extremely 
interested irritable 
distressed alert 
excited ashamed 
upset inspired 
strong nervous 
guilty determined 
scared attentive 
hostile jittery 
enthusiastic active 
proud afraid 
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_. Multidimensional Health Locus of Control (MHLC) Scales 
Please read each statement carefully and circle the number next to the response 
choice that best describes how you feel about each statement. 
1. If I become sick, I have the power to make myself well again. 
1 2 
strongly moderately 
disagree disagree 
3 
slightly 
disagree 
4 
slightly 
agree 
5 
moderately 
agree 
6 
strongly 
agree 
2. Often I feel that no matter what I do, if I am going to get sick, I will get sick. 
1 2 
strongly moderately 
disagree disagree 
3 
slightly 
disagree 
4 
slightly 
agree 
5 
moderately 
agree 
6 
strongly 
agree 
3. If I see an excellent doctor regularly, I am less likely to have health problems. 
1 2 
strongly moderately 
disagree disagree 
3 
slightly 
disagree 
4 
slightly 
agree 
5 
moderately 
agree 
6 
strongly 
agree 
4. It seems that my health is greatly influenced by accidental happenings. 
1 2 
strongly moderately 
disagree disagree 
3 
slightly 
disagree 
4 
slightly 
agree 
5 
moderately 
agree 
5. I can only maintain my health by consulting health professionals. 
1 2 3 4 5 
strongly moderately slightly slightly moderatel~ 
disagree disagree disagree agree agree 
6. I am directly responsible for my health. 
1 2 3 4 5 
strongly moderately slightly slightly moderately 
disagree disagree disagree agree agree 
6 
strongly 
agree 
6 
strongly 
agree 
6 
strongly 
agree 
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7. Other people playa big part in whether I stay healthy or become sick. 
1 2 3 4 5 6 
strongly moderately slightly slightly moderately strongly 
disagree disagree disagree agree agree agree 
8. Whatever goes wrong with my health is my own fault. 
1 2 
strongly moderately 
disagree disagree 
3 
slightly 
disagree 
4 
slightly 
agree 
5 
moderately 
agree 
9. When I am sick, I just have to let nature run its course. 
1 2 
strongly moderately 
disagree disagree 
3 
slightly 
disagree 
10. Health professionals keep me healthy. 
1 2 
strongly moderately 
disagree disagree 
3 
slightly 
disagree 
11. When I stay healthy, I'm just plain lucky. 
1 2 
strongly moderately 
disagree disagree 
3 
slightly 
disagree 
4 
slightly 
agree 
4 
slightly 
agree 
4 
slightly 
agree 
5 
moderately 
agree 
5 
moderately 
agree 
5 
moderately 
agree 
6 
strongly 
agree 
6 
strongly 
agree 
6 
strongly 
agree 
6 
strongly 
agree 
12. My physical well-being depends on how well I take care of myself. 
2 
strongly moderately 
disagree disagree 
3 
slightly 
disagree 
4 
slightly 
agree 
5 
moderately 
agree 
6 
strongly 
agree 
13. When I feel ill, I know it is because I have not been taking care of myself 
properly. 
1 2 
strongly moderately 
disagree disagree 
3 
slightly 
disagree 
4 
slightly 
agree 
5 
moderately 
agree 
6 
strongly 
agree 
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14. The type of care I receive from other people is what, is responsible for how well 
I recover from an illness. 
1 2 
strongly moderately 
disagree disagree 
3 
slightly 
disagree 
4 
slightly 
agree 
5 
moderately 
agree 
15. Even when I take care of myself, it's easy to get sick. 
1 2 3 4 5 
strongly moderately slightly slightly moderately 
disagree disagree disagree agree agree 
16. When I become ill, it's a matter of fate. 
2 3 4 5 
strongly moderately slightly slightly moderately 
disagree disagree disagree agree agree 
17. I can pretty much stay healthy by taking good care of myself. 
1 2 3 4 5 
strongly moderately slightly slightly moderately 
disagree disagree disagree agree agree 
6 
strongly 
agree 
6 
strongly 
agree 
6 
strongly 
agree 
6 
strongly 
agree 
18. Following the doctor's orders to the letter is the best way fro me to stay healthy. 
1 2 3 4 5 6 
strongly moderately slightly slightly moderately strongly 
disagree disagree disagree agree agree agree 
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Appendix E 1, 
Debriefing Script and Handout 
Thank you for participating in our survey research project on women's health care 
experiences. Your participation will help to advance knowledge of how women feel 
about health care. It will also help increase understanding of the ways in which 
women's views about themselves and how health care is provided might impact on 
women's utilization of health care services, especially preventive health care. Our 
hope is that the information gathered from participants will be useful in improving 
health care for women, especially women of higher body weight or size. 
Should you have any additional concerns or questions about your participation in this 
research study, you may discuss them with the researcher now, or contact the 
researcher at the address and phone number below. Again, thank you for your 
participation in this important work. 
Virginia M. Koutsouros, M.A., M.S. 
under supervision of: 
Stephanie Felgoise, PhD. 
Chair, Dissertation Committee 
Assistant Professor and Director, PsyD. Program; 
Associate Director of Research, Department of Psychology 
Philadelphia College of Osteopathic Medicine 
4190 City Avenue, suite 226 
Philadelphia, PA 19133 
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Learn something about yourself and help us to serve 
you better as a consumer of medical services. 
Participants will receive a complimentary packet of informational 
materials on women's health and well-being. Additionally, they will 
have an opportunity to enter a lottery for a cash prize of $100. 
Odds to win are set at one in twenty. 
Screening and survey completion will take place here on 
___________ between and am/pm 
This study is being conducted by Virginia M. Koutsouros as part of the requirements 
for her doctoral degree at the Philadelphia College of Osteopathic Medicine. 
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Virginia M. Koutsouros, M.A., M.S., B.CJ.A.C. 
1006 Stratford Avenue 
Educational History: 
1996 to 
present 
1993-1996 
1991-1993 
1990-1991 
1988-1990 
Melrose Park, PA 19027 
Home: (215) 782-8972/635-3087 
Work: (215) 368-9800 
e-mail: vmkoutsouros@earthlink.net 
Philadelphia College of Osteopathic Medicine: PA 
Psy. D. Program in Clinical Health Psychology 
Advisor: Stephanie Felgoise, Ph. D. 
M.S. Awarded 2001 
Expected Date of Graduation for Psy.D.: 2003 
Arcadia University: Beaver College of Psychology 
Glenside, PA 
M.A. with Distinction- Community Counseling 
Advisor: Samuel M. Cameron, Ph. D. 
Arcadia University (Beaver College): Glenside, PA 
B.A. Magna Cum Laude- Psychology 
Gwynedd-Mercy College: Gwynedd Valley, PA 
Psychology 
Montgomery County Community College: 
Blue Bell, PA 
A.G.S. Summa Cum Laude- General Studies 
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Certification: 
Biofeedback Certification Institute of America: National Certification- 2000 
Commonwealth of Pennsylvania Professional 
Certificate- Level II: 1998 
Honors and Awards: 
1990: Phi Theta Cappa 
1991: Charlotte Newcombe Award 
1991 : Presidential Scholar 
1992: Lambda Delta Alpha Honors Society 
1992: Psi Chi Psychology Honors Society 
Clinical Positions: 
2001 to 
present 
Northwestern Human Services Outpatient Division 
Philadelphia, PA: Fee for Service Therapist 
Part-Time Employment (10-12 hours weekly) 
Duties: Conduct Child, Family, and Adult Psychotherapy 
sessions, including treatment planning and implementation, 
play therapy, cognitive behavioral therapy, stress 
management, and maintain accurate clinical records. 
2000-2001 Milton Hershey School 
Community Services Division: Psychologl 
Hershey, PA: Doctoral Intern 
Internship Setting: Full Time Employment (2000 hours) 
Duties: Conducted Psychoeducational aild Clinical 
Assessments and wrote reports for the Assessment Center. 
Conducted admissions assessments and clinical interviews for 
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the MHS Admissions Office. Conducted psychoeducational 
testing and provided assessment reports to the Milton 
Hershey School for enrolled students. Provided and 
implemented counseling assessments, treatment plans, play 
therapy, cognitive behavioral therapy, and stress management 
for children ages 4 to 19 years in a residential school setting. 
Met with medical and psychiatric staff, sponsors, houseparents, 
teachers and administrators in consultation concerning clinical, 
social, and academic needs of children. Developed and 
presented an educational program for staff concerning 
assessment, treatment, and physiological factors involved in 
ADHD. 
1 998-1999 PCOM Center for Brief Therapy 
Philadelphia, PA: Practicum Student 
Practicum Setting: 1 0-12 hours per week 
Duties: Conducted cognitive-behavioral therapy with 
individuals, couples, and families. Completed psychological 
testing batteries and reports. 
1 995-1 996 Turning Point Outpatient Counseling Center: 
Ambler, PA: Practicum Student 
Practicum Setting: 10-12 hours per week 
Duties: Conducted psychotherapy with individuals, couples, 
and families. Conducted stress management for DUI clients 
Developed and presented a psychoeducational program for 
staff. 
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1992-1993 Milestones Partial Hospital Program: 
Private Practice: 
1998 to 
present 
Roslyn, PA: Practicum Student 
Practicum Setting: 10-12 hours per week 
Duties: Co-facilitated cognitive group therapy for dually-
diagnosed clients. Assisted with community meetings, 
fostered communications with p~tients in the milieu, assisted 
with Activities of Daily Living group and training sessions, and 
assisted with Crafts and Hobbies activities groups conducted 
in the partial hospital setting. 
Applied Psychophysiology and Individual Therapy: 
Home Office: Melrose Park, PA 
Provide psychotherapy and biofeedback therapy to 
individuals. 
Assessment includes psychophysiological stress profile which 
includes EMG, Thermal, Heart Rate, Respiration, and Skin 
Conductance measures, along with a clinical interview and 
follow-up consultation. Therapy includes various forms of 
biofeedback and CBT. 
Professional Positions: 
1995 to 
present 
North Penn School District: Lansdale, PA ~ 
Teacher of High School Psychology and History: 
Primary Duties: Implement and modify existing curriculum in 
Psychology, World and American History Classes; maintain 
attendance and class grade records for 170 students; serve as 
Graduation Project Manager for 30 students; Mentor one 
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student in Psychology Career-Study Program. 
Supplemental Duties: Serve as a teacher representative to 
NPHS Child Study Team, maintain individual student records 
for team reference, gather and present data from teachers for 
dissemination to administrators and other team members, and 
participate in problem-solving at weekly team meetings. 
1993-1995 School District of Philadelphia: Philadelphia, PA 
Teacher of High School Social Studies in the Communications 
Academy of William Penn High School: 
Primary Duties: Implemented and modifies the World and 
American History curriculum, collaborated and team-taught with 
English, Television, Radio, and Performing Arts teachers. 
Maintained attendance and grade records for 195 academy 
students. Supplemental Duties: Served as teacher 
representative to the World Affairs Council of Philadelphia. 
Coordinated student partiCipation in programs offered by the 
World Affairs Council and chaperoned events. Served as 
"Constitution Works" Coordinating Teacher. Prepared selected 
students for participation in off-campus mock trials and 
accompanied students to scheduled events. 
Other Work Experience: 
1993 NIMH summer Institute for Natural Science Psychofogy: 
Arcadia University: Beaver College of Psychology 
Glenside, PA 
Duties: Administrative assistant to the director of the program. 
Obtained textbooks from various publishers for use in the 
Institute program, wrote letters to prospective attendees, 
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student in Psychology Career-Study Program. 
Supplemental Duties: Serve as a teacher representative to 
NPHS Child Study Team, maintain individual student records 
for team reference, gather and present data from teachers for 
dissemination to administrators and other team members, and 
participate in problem-solving at weekly team meetings. 
1993-1995 School District of Philadelphia: Philadelphia, PA 
Teacher of High School Social Studies in the Communications 
Academy of William Penn High School: 
Primary Duties: Implemented and modifies the World and 
American History curriculum, collaborated and team-taught with 
English, Television, Radio, and Performing Arts teachers. 
Maintained attendance and grade records for 195 academy 
students. Supplemental Duties: Served as teacher 
representative to the World Affairs Council of Philadelphia. 
Coordinated student partiCipation in programs offered by the 
World Affairs Council and chaperoned events. Served as 
"Constitution Works" Coordinating Teacher. Prepared selected 
students for partiCipation in off-campus mock trials and 
accompanied students to scheduled events. 
Other Work Experience: 
1 993 NIMH summer Institute for Natural Science Psychciogy: 
Arcadia University: Beaver College of Psychology 
Glenside, PA 
Duties: Administrative assistant to the director of the program. 
Obtained textbooks from various publishers for use in the 
Institute program, wrote letters to prospective attendees, 
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created welcome packets for participating teachers, copied and 
supplied materials packets for daily classes, coordinated 
hospitality events for attendees, packed and stored Institute 
materials for future reference and use at close of summer 
program. 
1994-1997 Cheltenham Township: 
Montgomery County, PA 
Judge of Elections, District 5-1 
Duties: Supervised the voting process at each election time, 
counted write-in votes, recorded vote tally from machines, 
supervised opening and closing of the polling place. 
1980-1990 Owner/Operator of Food-Related Businesses: 
Glenside and Philadelphia, PA 
Talianos Pizzeria: Co-owned restaurant, managed dining area 
and coordinated the activities of eleven employees, maintained 
payroll records.Glenside Village Food Market: Co-owned 
small grocery and butcher shop, coordinated schedUling of 
cashiers, purchased stock for grocery division, maintained store 
records. 
Zoe Catering: Owner-Operator of an on-site Catering Service. 
Designed and planned catered events for '1 0 to 500 persons. 
Created original menu and advertising, purchased and 
prepared food items, hired per diem assistants as needed, 
designed and created decor for select events, maintained 
business records. 
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1974-1979 Teacher of Adult Cooking and Folk Dance: 
Philadelphia Region: Cheltenham Adult "School, YMCA 
branches in Northeast Philadelphia and Langhorne, City of 
Philadelphia Special Events for Bicentennial Celebration and 
Super Sunday General Duties: Taught and demonstrated 
ethnic folk dance from Greece and Middle Eastern regions to 
adult students and audiences. Coordinated staff for 
presentation of special dance events. Developed curriculum 
and recipes for an adult course in Greek cooking that included 
instruction on culture, traditions, and essential cooking skills. 
Purchased required food items and equipment. 
Professional Memberships: 
American Psychological Association (Associate Member) 
Association for Spiritual, Ethical and Religious Values in Counseling 
(Member) 
Association for AppUed Psychophysiology and Biofeedback (Member) 
Pennsylvania Psychological Association (Student Member) 
Pennsylvania Neuropsychological Society (Student Member) 
Pennsylvania Society for Behavioral Medicine and Biofeedback 
(Board Member) 
Psychology Club at PCOM (Member) 
Greek-American Historical Society of Philadelphia (Boarcf4Member) 
Round Table Associates (Member) 
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Publications: 
Koutsouros, V. (1994). Partial hospitalization: Solution to the mental health care 
dilemma of the 90's. Modern Psychological Studies. 2. 1-13. 
Koutsouros, V. (1993). Helping kids testify in court. The Interchange for Mental 
Health Professionals. August, p3. 
Koutsouros, V. (1993). Reaching resistant clients. The Interchange for Mental heath 
Professionals, September, p1-2. 
Koutsouros, V. (1993). Dueling with diagnosis: What to list on those forms. The 
Interchange for Mental Health Professionals, October, p3. 
Koutsouros, V. (1993). Selling yourself to EAP's. The Interchange for Mental Heath 
Professionals. October, p3. 
Koutsouros, V. (1993). How to get your fee fast. The Interchange for Mental Health 
Professionals, October, p1-2. 
Koutsouros, V. (1991). America, the Germans, and Three wars: Revolutionary War, 
Civil War, and World War I. Journal of American Heritage, 44-77. 
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Professional Presentations: 
Koutsouros, V. (2001). The Neuroanatomy of Attention Deficit/Hyperactivity 
Disorder: Focus on Communicating to Adult Caregivers of Children. 
Presentation to staff at Milton Hershey School, Hershey, PA. (March) 
Koutsouros, V. (2001). The Neuroanatomy of ADHD: Implications for Behavior. 
Presentation to Psychiatric Grand Rounds, Hershey Medical Center, 
. Hershey, PA. (April 19). 
Koutsouros, V. (2001). The Neuroanatomy of ADHD: Implications for Diagnosis and 
Treatment. Presentation to Pennsylvania Society for Behavioral Medicine 
and Biofeedback: Spring Conference at Jefferson University, Philadelphia, 
PA. (May 20). 
Koutsouros, V. (2001). The Neuroanatomy of ADHD: Implications for Behavior. 
Presentation via teleconference to Holy Spirit Community Health Center, 
Middletown, PA. (June 14). 
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